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ABSTRACT 
 
Postnatal care provides the opportunity for protecting the health of women and their 
babies by optimising human immunodeficiency virus (HIV) treatment and management. 
This study intended to explore the implementation of postnatal care to HIV positive 
women by explicating nurses’ views regarding their practices with the aim of improving 
the programme. 
 
The study was conducted at three clinics in Mangaung. An evaluative case study design 
was used to provide a detailed account on implementation of postnatal care to HIV 
positive clients. The purposive non-probability sampling was used. Semi-structured 
methods using focus group interviews were used to collect data. Data were reviewed 
through thematic analysis.  
 
The study found that nurses understood guidelines, used them to direct their practice 
and challenges were highlighted.  It was concluded that the system limitations needed 
to be addressed, skills of health care providers improved and linkages with community 
based services strengthened to improve effectiveness of care.  
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CHAPTER 1 
 
ORIENTATION TO THE STUDY 
 
1.1 INTRODUCTION 
 
Maternal health remains a priority of global public health as well as the disparities 
between the developed and developing countries (Health Systems Trust (HST) 2010:4). 
One of the important health indicators for South Africa and other developing countries is 
maternal mortality. Measures of maternal mortality reflect women’s access to and use of 
health care services (HST 2010:13). There is a refocus of global attention on maternal 
and child survival strategies. Key focus areas such as strengthening policy 
implementation, communication between health care providers and clients, access to 
care, adequate number of skilled health providers and use of information to monitor 
programmes have been identified to enhance policy implementation and services 
delivery (HST 2012:55).   
 
In an effort to reduce maternal and infant deaths, postnatal care (PNC) for Human 
Immune Deficiency Virus (HIV) positive women provides the opportunity for protecting 
the lives of both mothers and their babies by optimising HIV management. All HIV 
positive women should be counselled on feeding, safe sex and partner testing. Babies 
should be tested for Polymerase Chain Reaction (PCR) at birth and at 10 weeks and, if 
positive, Antiretroviral Therapy (ART) should be initiated. CD4 cell count should be done 
and rolled out to care and treatment as part of the basic care package of Prevention of 
Mother to Child Transmission (PMTCT) of HIV (National Department of Health (NDoH) 
2015b:32).  There are reports that postnatal care has been neglected in South Africa. In 
2011, only 52.5% of women received postnatal care within six days. Performance on 
postnatal care within six days has varied across provinces with the Free State having 
performed higher than other provinces at 79.7%, except for the Western Cape which did 
not report (HST 2012:60). Interventions to prevent mother to child transmission are 
critical to reduce infant HIV infections and child mortality. 
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1.2 RESEARCH PROBLEM 
 
A research problem is an area where there is an intellectual gap within the nursing 
practice. Research is conducted to contribute evidence-based knowledge in order to 
address the concern (Burns & Grove 2011:146). 
 
1.2.1 Background to the research problem 
 
The Free State province has 232 primary health care clinics which render maternal and 
child health services as a primary health care core package. HIV care and management 
is integrated into routine care. Midwives are trained on Nurse Initiated Management of 
ART to scale up initiation of women on ART. Uptake of ART among HIV positive 
pregnant women is above 80% (District Health Information System (DHIS) 2012-2014). 
Postnatal care is also provided in all facilities, and at six weeks has been found to be 
low. However, there has been an increase in 2014 and 81.3% of women were receiving 
postnatal care within six days after giving birth (DHIS 2010-2014) as compared to 
79.7% in 2011. In spite of all these efforts, non-pregnancy related infections, including 
HIV and AIDS, still remain the top causes of maternal deaths in the Free State (NDoH 
2015c:15).   
 
In 2012, the Free State HIV prevalence among antenatal clients was 32% which is the 
third highest in South Africa (NDoH 2013b:20). HIV and AIDS features as a top cause of 
deaths contributing to 34.7% maternal deaths nationally with Free State accounting for 
31.7% (NDoH 2015c:16).   
 
Sprague, Chersich and Black (2011:2) conducted a qualitative study which sought to 
understand women’s experiences of HIV services, and of delays or impediments to 
these services. This study indicates that there are instances where HIV testing is 
missed during antenatal care resulting in missed opportunities within the continuum of 
care. These missed opportunities are as a result of staff shortage and non-availability of 
HIV test kits. It is further suggested that women are not offered HIV testing in labor 
wards and during the postnatal period which further delays access to ART.  
 
Horwood, Haskins, Vermaak, Phakathi, Subbaye and Doherty’s (2010:998) findings 
suggest that there is poor integration of PMTCT into routine care and that there is lack 
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of role clarification for health workers. It further suggests that poor record keeping 
creates a barrier to access care post-delivery. In a study that investigated postnatal care 
(PNC) services to HIV-positive mothers and their HIV-exposed infants, Dlamini 
(2012:225) found gaps in the implementation of policies and the quality of postnatal 
care to HIV positive women. The study identified that 11.3% of HIV positive women 
were not given information on the importance of Cotrimoxazole prophylaxis which puts 
them at risk of developing opportunistic infections.   
 
Various studies (Beake, Rose, Bick, Weavers & Wray 2010:5; Dhakal, Chapman, 
Simkhada, Van Teijlingen, Stephens, Amalraj & Raja 2007:3) identified that women are 
not given enough information during pregnancy and after birth which affected their 
confidence in self-care and that of their babies.  This suggested the need to improve the 
quality of information given to women during postnatal care before discharge. The 
weakest aspect of PMTCT interventions has been identified as counselling on infant 
feeding and women’s access to information (Horwood et al 2010:996; Beake et al 
2010:5). There is evidence that women are motivated to address health issues during 
pregnancy and postnatal care (Maman, Moodley, McNaughton-Reyes, Grooves, Kagee 
& Moodley 2014:1). Therefore, the postnatal period presents an important intervention 
opportunity. The study sought to evaluate implementation of postnatal care to HIV 
positive women in the Free State by focusing on selected aspects contained in the 
guidelines. 
 
1.2.2 Statement of the research problem 
 
The guidelines for postnatal care for HIV positive women provide opportunities for the 
protection of the woman and her newborn by optimising HIV management (NDoH 
2015a:20). Despite the preventive and treatment initiatives, HIV remains responsible for 
about 40% of mortality in South African pregnant women and babies (Sprague et al 
2011:1). The 2015 report on Millennium Development Goals (MDGs) shows that South 
Africa fell short of the intended targets. These goals have since been replaced by the 
Sustainable Development Goals (SDGs) with the emphasis on ensuring healthy lives 
and well-being for all ages (World Health Organization (WHO) 2015:38-47). 
 
Evaluation of postnatal care of HIV positive women in Swaziland suggests that there are 
gaps in the provision of quality postnatal care to HIV positive women (Dlamini 2012:34). 
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There has been no empirical evidence on how the nurses at the clinic level implement 
these guidelines, especially when the control of PMTCT resides with the National 
Department of Health (Horwood et al 2010:998). There are no known national measures 
to suggest how to effectively implement the guidelines (Sprague et al 2011:1). 
Therefore, it was important to explore nurses’ views regarding the implementation of 
postnatal care to HIV positive mothers. 
 
1.3 RESEARCH PURPOSE 
 
This study intended to explore the implementation of postnatal care to HIV positive 
women by explicating nurses’ views regarding their practices with the aim of providing 
feedback to improve the programme. 
 
1.3.1 Research objectives 
 
The objectives of the study were to: 
 
• Explore nurses’ interpretation of the national HIV guidelines. 
• Describe how nurses implement postnatal HIV care. 
• Identify factors that influence effective provision of postnatal HIV care. 
• Recommend measures to improve postnatal care to HIV positive women. 
 
1.3.2 Research questions 
 
The following questions guided the study: 
 
• How do nurses implement postnatal care to HIV positive mothers?  
• What are effective measures for the implementation of postnatal HIV services? 
 
1.4 SIGNIFICANCE OF THE STUDY 
 
There is evidence of continued maternal deaths related to HIV in South Africa. Scaling 
up of quality postnatal care to HIV positive women may assist the Free State 
Department of Health in reducing deaths related to HIV and AIDS and progress towards 
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meeting output 2 of the Negotiated Service Delivery Agreement (NSDA) and MDG 5 
which was to decrease maternal and child mortality (NDoH 2010:6). The MDGs have 
been replaced by the SDGs and the following indicators are relevant for this study: 
 
• By 2030, reduce the global maternal mortality ratio to less than 70 per 100,000 
live births 
• By 2030, end the epidemics of AIDS, tuberculosis, malaria and neglected tropical 
diseases and combat hepatitis, water-borne diseases and other communicable 
diseases (WHO 2015:9-10).  
 
The results may assist the authorities in evaluating the current quality of care and give 
an indication on how best to support nurses at the facility level to effectively manage 
HIV positive mothers during the postnatal period. Society may benefit from the study as 
findings may contribute in the reduction of maternal deaths, and improve the well-being 
of HIV positive mothers thus reducing the number of orphans and child headed families. 
The results of the study could contribute towards improving postnatal care and the 
health of women in general. 
 
1.5 DEFINTION OF TERMS 
 
The following definitions of terms are relevant to this study: 
 
AIDS is an acronym for Acquired Immune Deficiency Syndrome. It is referred to as 
‘acquired’ because it is not inherited. The collection of these symptoms is referred to as 
a syndrome. The disease undermines the human immune system whereby it can no 
longer defend itself (Van Dyk 2008:4). 
 
Effective implementation refers to the use of tools to produce the desired or intended 
results (South African Concise Oxford Dictionary 2002:370). In this study effective 
implementation refers to provision of quality postnatal care to HIV positive women 
according to the guidelines. 
 
Explore means to inquire and discuss in detail (South African Concise Oxford 
Dictionary 2002:406). In the study explore means to investigate and provide views of 
nurses on the implementation of postnatal care to HIV positive mothers. 
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HIV is an acronym for Human Immunodeficiency Virus that is a retrovirus which attacks 
the T-helper cells (white blood cells) and weakens the immune system (Evian 2011:6).  
 
HIV positive refers to an individual who has been tested for HIV and found to have a 
virus in his/her blood (Evian 2011:6). In this study HIV positive refers to mothers who 
tested HIV positive during pregnancy, delivery and the postnatal period.  
 
Mother is a female who has given birth to a child or has a child whom she has 
adopted (South African Concise Oxford Dictionary 2002:758). In this study a mother 
refers to a woman who has given birth to a child. 
 
PMTCT guideline: PMTCT guidelines refer to a national policy that provides guidance 
towards reducing mother to child transmission of HIV. Prevention of mother to child 
guidelines (NDoH 2015b) frames this study.  
 
Postnatal coverage refers to the percentage of women attending postnatal care within 
six days after birth. This is measured against deliveries in that specified period (National 
District Health Information System (DHIS) 2012-2014). In this study postnatal coverage 
refers to the percentage of women who presented for care within 6 hours, 6 days and 6 
weeks post-delivery. 
 
Postnatal HIV care refers to the physical and psychological care that is provided to 
both the mother and the baby (NDoH 2013a:6). For the purposes of this study, post-
natal HIV care includes drug therapy, on-going psycho-social support, counseling on 
infant feeding, testing and medication for infants, health promotion on safer sex and 
CD4 results management. 
 
Postnatal period refers to the period between after birth and 28 days after giving birth, 
during which the mother and baby pair are monitored and cared for by a midwife as 
required by law (NDoH 2013a:6). 
 
Registered nurse is a person registered as a nurse or midwife in terms of the Nursing 
Act (Act no 33 of 2005) (South Africa 2005). In this study the term registered nurse 
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refers to qualified nurses who are trained in HIV and work with postnatal mothers who 
are HIV positive. 
 
1.6 RESEARCH METHODOLOGY 
 
The study utilised a qualitative approach using the evaluation method. The evaluative 
case study is defined by Patton (2003:4) as an inquiry into an event by either an 
individual or organisation. It is produced through systematic data collection, analysis 
and reporting. Qualitative evaluation was appropriate for this study as it was used to 
obtain in-depth understanding of nurses’ views on their current practices in the 
implementation of postnatal care to HIV clients. Detailed discussion is provided in 
chapter 3. 
 
1.6.1 Research design 
 
An evaluative case study design was used to provide a detailed account that involved 
description of implementation of postnatal care to HIV positive clients.  The case in this 
study referred to postnatal HIV implementation at a primary health care setting and the 
unit of analysis was nurses’ views about their practices in the implementation of 
postnatal care guidelines for HIV positive women. This type of research design is 
empowering and is most valuable in exploratory research. It involves collaboration 
between evaluator and participants during most of the steps in the evaluation process 
(Bamberger, Rugh, Church & Fort 2004:12). Details are provided in chapter 3. 
 
1.6.2 Study population 
 
Polit and Beck (2012:738) define ‘population’ as the entire set of individuals or subjects 
having some common characteristics. The population of this study was nurses trained in 
HIV and working with HIV positive individuals. The eligibility criterion for inclusion in the 
study was nurses who are specifically working with postnatal HIV positive clients. 
 
1.6.3 Sampling 
 
Sampling refers to a process of selecting members of a group who would represent the 
population in a study (Polit & Beck 2012:742). In qualitative studies a sample is not 
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necessarily representative of the population so findings cannot be generalised (Polit & 
Beck 2012:515). The study used the non-probability, criterion purposive sampling 
method to select participants. Patton (2003:4) defines purposive sampling as selecting 
participants who can make a point quite dramatically or who are important in the 
scheme of things, meaning that if it happens here it will happen anywhere.  
 
1.6.4 Inclusion criteria 
 
• Participants were professional nurses working at the primary health care clinic in 
postnatal care HIV unit. 
• All participants received basic HIV training. 
• Training in NIMART was not a requirement to participate in the study.   
 
1.6.5 Exclusion criteria 
 
Participants who were not willing to participate in the study and those who were enrolled 
as nursing assistants working with HIV clients were excluded from the study. The 
sampling technique was appropriate for this study as it was believed that the 
participants would provide critical information on the occurrence of events on the 
phenomenon under investigation (Grove, Burns & Gray 2013:365).  
  
1.7 STUDY SETTING 
 
The study setting is the environment within which the researcher collects data pertaining 
to the problem under observation (Polit & Beck 2012:743). The researcher picked a site 
that yielded the most information and had the greatest impact on the development of 
understanding regarding implementation of postnatal care for HIV mothers. The study 
setting was three clinics in the Mangaung Metro Municipality. These facilities provide 
comprehensive primary health care services as well as maternal health and postnatal 
care services.  The clinics offered a natural setting for the participants as it is the 
nurses’ place of work. Details are provided in chapter 3.  
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1.8 DATA COLLECTION  
 
The researcher used a semi-structured interview approach, focus group interviews.  
Three focus groups were conducted with four participants each. The groups were 
homogenous in that they consisted of nurses in similar shifts and with the same ranks. 
The four basic components of a focus group according to Terre-Blanche, Durrheim and 
Painter (2006:305) were followed. The meetings were conducted at the clinic in a 
suitable venue that was safe, private and comfortable, and at a time convenient for 
nurses. Details are provided in chapter 3.  
 
1.8.1 Data analysis  
 
According to De Vos, Strydom, Fouché and Delport (2011:399), data analysis in 
qualitative studies is a process of inductive reasoning. It is done with and after data 
collection. A thematic analysis was used to review the data to identify common issues 
that recurred and they were summarised in a narrative form. A detailed account of data 
analysis is provided in chapter 3. 
 
1.9 STRATEGIES TO ENHANCE TRUSTWORTHINESS 
 
Trustworthiness is defined as the conceptual equivalent of validity applied to research 
on qualitative data (Polit & Beck 2012:584). Trustworthiness in the study was assessed 
using the criteria of credibility, transferability, dependability and conformability in the 
study. Details are discussed in chapter 3. 
 
1.10 ETHICAL CONSIDERATIONS 
 
Ethics is concerned with protection of human rights of the subjects who participate in 
the research study. The human rights principles this study applied were informed 
consent, justice, anonymity and confidentiality, fair selection, avoiding harm (Grove et al 
2013:162).  Details are provided in chapter 3. 
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1.11 SCOPE AND LIMITATIONS OF THE STUDY 
 
There are various components of postnatal HIV care service. However, this study 
focused only on selected areas of postnatal care such as counseling on infant feeding, 
testing and medication for infants, health promotion on safer sex, partner testing, and 
CD4 results management. The limitations of the study were: Participants were allowed 
to withdraw from the study which might have affected the amount of information 
collected. The uniqueness of the postnatal HIV care may imply that the findings may not 
be transferable to other primary health care settings. However, in a qualitative study, 
researchers do not specifically seek to generalise the findings. The researcher has 
sought an in-depth understanding of a HIV management in postnatal period that might 
prove useful in other settings. The researcher attempted to minimise limitations by 
authentic descriptions of data. 
 
1.12 STRUCTURE OF THE DISSERTATION  
 
Chapter 1 discussed the context, purpose and objectives of the study, the research 
design and methodology, including the population, sample, and data-collection 
instrument, and defined key terms. 
 
Chapter 2 discussed the literature review conducted in the study. The global, national 
and provincial challenges surrounding the provision of postnatal care to HIV positive 
mothers were reviewed. The aim was to provide a framework for the study but guarding 
against bias from previewed literature. 
 
Chapter 3 described the research design and methodology.   
 
Chapter 4 focused on interpretation and analysis of data and limited use of literature.  
 
Chapter 5 presented discussions using literature to validate the strength of the 
evidence, draw conclusions and make recommendations.  
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1.13 CONCLUSION 
 
This chapter introduced the study. It highlighted the background to the research 
problem. The aims and objectives of the study and the significance of the study were 
outlined. Key concepts were defined. It further outlined the research design and 
research methods. The chapter concluded by outlining the content of the following 
chapters.  
 
Chapter 2 addresses the literature review on the implementation of postnatal care in 
general, postnatal care to HIV positive mothers, and policies that support the 
management of HIV positive women through the PMTCT cascade. 
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CHAPTER 2 
 
LITERATURE REVIEW 
 
2.1 INTRODUCTION 
 
A literature review is an analysis of previous studies conducted in areas similar to the 
study conducted.  It assists the researcher to understand the research problem of the 
study in question (Leedy & Ormrod 2010:61). According to Polit and Beck (2012:61), 
some qualitative researchers conduct a literature review at the end of the study as there 
is a belief that reviews conducted before the study may influence the thinking whereas, 
some believe in conducting prior reviews to help them understand their research 
problem. Polit & Beck (2012:95) describes uses of a literature review as framing the 
problem, presenting in a separate section and, lastly, presenting in the study at the end 
where it becomes a basis for comparing and contrasting findings of the qualitative 
study.  
 
Flick (2014:65) argues that the view that a literature review must not be done at the 
beginning of a qualitative study stems from the early links between qualitative research 
and new discoveries. However, it would be naïve to think there are still new fields to 
explore, where nothing ever has been published before.   
 
The chapter presents a theoretical literature review and is used as context knowledge 
(Flick 2014:66) which specifically focuses on the implementation of postnatal care in 
general, postnatal care to HIV positive mothers, and policies that support the 
management of HIV positive women through the prevention of mother to child 
transmission of HIV (PMTCT) cascade. Reference is also made to previous studies 
related to the broader management of HIV. 
 
2.2 MANAGEMENT OF HIV IN WOMEN   
 
Globally, there have been efforts to improve maternal health. In 2010 the Secretary-
General of the United Nations, Ban Ki-Moon, launched a global strategy aimed at 
saving lives of women and children (WHO 2010b).  In response to reducing maternal 
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deaths and improving maternal health, WHO developed guidelines to advise policy 
makers, programme managers and health care providers on the care provided during 
the postnatal period. These include the number and timing for postnatal care, home 
visits during the first week after birth, information given to women and the provision of 
care in the households (WHO 2013:13). 
 
In 2013, 16 million women were living with HIV which was 50% of the adult population 
living with HIV globally. 60% of HIV infection occurred in adolescents and young 
women. This translated to 1000 women newly infected with HIV every day. In sub- 
Saharan Africa, women are two times more likely to be infected with HIV than the males 
of the same age (Joint United Nations Programme on HIV/AIDS (UNAIDS) 2014:18). 
Globally efforts have been made to address the scourge of HIV and AIDS. This led to 
various commitments by the international society to provide resources and manage the 
epidemic (United Nations (UN) 2001: 2). There were commitments made by various 
countries, including South Africa, which included the Millennium Development Goals 
(MDG) which were eight in number. MDG 5 focused on improving maternal health and 
MDG 6 on combating HIV & AIDS, malaria and other diseases including tuberculosis 
which were relevant to this study. These goals informed policy development for all 
countries (WHO 2011a:8).   
 
In September 2015 countries reported on progress made on the set targets.  There has 
been a significant decline of 45% in maternal mortality though the target of 66.6% was 
not reached. In MDG 6, a 40% decline in new infections has been realised between 
2000 and 2013 and 13.6 million people living with HIV were receiving antiretroviral 
therapy. The MDGs have been replaced by Sustainable Development Goals to ensure 
healthy living for all. According to the Millennium Development Goals Report (WHO 
2015:38-47) the following SDGs which are relevant for the study will be measured by 
2030: reduce the global maternal mortality ratio to less than 70 per 100 000 live births, 
end the epidemics of AIDS, tuberculosis, malaria and neglected tropical diseases and 
combat hepatitis, water-borne diseases and other communicable diseases.    
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2.2.1 South African PMTCT HIV intervention guidelines  
 
In 2008, the South African PMTCT guidelines recommended that all HIV positive 
pregnant women with CD4 ≤200 cells/µl or WHO stage IV disease should be put on 
lifelong antiretroviral therapy. Those who did not meet the criteria were put on 
Zidovudine (AZT) at 28 weeks and single dose Nevirapine in labor to reduce mother to 
child transmission of HIV (NDoH 2008:16:). In 2010 the guidelines were revised and 
adapted to the WHO recommendations. (WHO 2010a:2). Women with CD4 ≤350 cell/µl 
or stage III or IV disease were provided with lifelong antiretroviral therapy. The 
guidelines promote integration of PMTCT services into maternal, newborn, and child 
health services. 
 
Bhardwaj, Barron, Pillay, Treger-Slavin, Robinson, Goga and Sherman (2014:242) in a 
study conducted on the elimination of mother to child transmission of HIV in South 
Africa, demonstrate an improvement in the PMTCT indicators across the cascade. The 
study further claimed that the country was on track in reaching the target set for virtual 
elimination of mother to child transmission of HIV which is below 2%. In 2013, there was 
a revision of guidelines which recommended a fixed-dose combination (FDC) of 
antiretroviral therapy for all HIV positive women regardless of their CD4 cell count. 
These guidelines were aimed at improving adherence to treatment as women had to 
take only one pill once a day (NDoH 2015b:14). In July 2014 the eligibility criteria was 
revised wherein HIV positive pregnant, breastfeeding women and those who are in the 
first year after giving birth have to be initiated on ART irrespective of the CD4 count or 
WHO staging. This is called option B+ (NDoH 2015b:14). Ciaranello, Perez, 
Engelsmann, Walensky, Mushavi, Rusibamayila, Keatinge, Park, Mauva, Cerda, Wood, 
Dabis and Freedberg (2013:440) suggest that the change from the single dose 
Nevirapine to the option B+ will improve maternal and child health outcomes and also 
decrease costs related to HIV interventions. These interventions are aimed at improving 
maternal well-being which may result in the reduction of maternal deaths (NDoH 
2015b:17). South Africa adopted Campaign on accelerated reduction of maternal and 
child mortality in Africa (CARMMA) as one of the strategies aimed at intensifying 
management of HIV positive women by improving access to treatment for both mothers 
and children, management of co-infections and eliminating mother to child transmission 
of HIV (NDoH 2012b:13). 
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The guidelines were further revised to strengthen PMTCT. The guidelines recommend 
that all HIV positive women should be screened for TB and be initiated on isoniazid 
(INH) prophylaxis, cotrimoxazole prophylaxis for opportunistic infections, screened for 
cervical cancer and monitored for disease progression. All women should continue with 
antiretroviral treatment and those who test positive during labor should be initiated on 
treatment. Women who test positive for HIV within one year after giving birth should be 
initiated on treatment irrespective of the CD4 count (NDoH 2015b:48). According to 
NDoH (2015b:48), it is recommended that all pregnant women and lactating mothers 
living with HIV should be initiated on ART irrespective of their CD4 count or clinical 
staging. This is aimed at improving health outcomes and prevention of HIV amongst 
sexual partners.  
 
2.2.2 HIV management during pregnancy 
 
The management of HIV is essential in reducing prevention of mother to child 
transmission of HIV and improving maternal well-being. Emphasis has been on 
reducing the burden of HIV thus increasing life expectancy and reducing maternal and 
child mortality (NDoH 2015b:16).  In 2012, the national antenatal sentinel HIV and 
Herpes simplex type-2 prevalence survey in South Africa revealed that the HIV 
prevalence among pregnant women aged between 15 and 49 years was estimated to 
be 29.5%.  In the Free State HIV prevalence among antenatal clients was 32% which is 
the third highest in South Africa (NDoH 2013b:20). The District Health Information 
Systems (DHIS) (2012-2014) report, the Heidedal Community Health centre had the 
following data on the PMTCT cascade: 
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Figure 2.1: Heidedal PMTCT cascade 
(Source: DHIS 2012-2014) 
 
According to figure 2.1, the antenatal coverage has been constantly improving over the 
reporting period. However, there is a concern that the re-testing rate of antenatal clients 
is low, which may result in lost opportunities for initiating ART. The lost women may 
transmit the virus to the infants and possible deaths may occur due to HIV related 
illnesses. As preventive measures, the PMTCT programme provides HIV testing and 
counselling during antenatal care, labor, delivery and postnatal care, as well as the 
provision of antiretroviral treatment to the mother and the baby to reduce the chances of 
HIV transmission from the mother to the baby. This is also aimed at improving maternal 
well-being, safe practices during the birth process, safe infant feeding practices, referral 
to comprehensive care, treatment and psycho-social support for mother and the family 
and early infant diagnosis (NDoH 2013a:5).   
 
2.2.3 Postnatal care of HIV positive mothers  
 
Non-pregnancy related infections due to HIV and AIDS feature among the top three 
causes of preventable deaths and account for 40.5% of deaths where 61% occur during 
the postnatal period. Free State contributes 37.1% of these deaths nationally (NDoH 
2015c:12). Tuberculosis (TB) is one of the HIV related illnesses and is the second 
cause of deaths in the Free State following pneumonia and influenza (Statistics South 
Africa 2014:57). Ndwiga, Birungi, Undie, Weyenga and Sitienei (2013:14) suggest that 
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tuberculosis is a major cause of maternal mortality and morbidity. The study further 
recommends that TB screening should be incorporated into routine maternal and child 
health services for early detection and treatment.  In Africa, 125,000 women die within 
one week post-delivery. It is estimated that 18 million women deliver outside the health 
care facilities which poses challenges for the provision of postnatal care (Waren et al 
2006:79).  
 
The postnatal period offers an opportunity for continuity of care for both the mother and 
the baby focusing on a family centred approach. During this period all women who gave 
birth and their babies are offered package of health care services. This period has 
become the important part of the PMTCT programme as there is focus on prevention of 
opportunistic infections, counselling on nutrition and providing nutritional support, 
provision of routine care such as family planning and sexual reproductive health, on-
going psycho-social support, counselling on safe infant feeding, testing of babies at six 
weeks and antiretroviral prophylaxis for infants, partner testing, CD4 results 
management, and care and treatment as part of the basic care package (NDoH 
2013a:6). The 2015 PMTCT consolidated guidelines stipulate that women who test 
negative should be retested after every three months as it has been discovered that 
about 4% of women who initially tested negative later test positive for HIV. The 
guidelines further suggest that women who test HIV positive within the first year after 
giving birth should be initiated in ART irrespective of the CD4 count (NDoH 2015b:14). 
 
The immediate postnatal care should focus on prevention of postpartum sepsis in all 
women which may be aggravated by the presence of the HIV virus. According to the 
guidelines for maternity care in South Africa (NDoH 2015a:140), HIV positive women 
who have done termination of pregnancy and those who are booked for elective or 
emergency caesarean section are given antibiotics to reduce the occurrence of 
infection. Non pregnancy related sepsis which is due to HIV and AIDS is the highest 
determinant of maternal mortality in South Africa. TB has been associated with the non-
pregnancy related sepsis. HIV positive women are screened for TB and those screening 
negative are given prophylaxis (NDoH 2015c:145).  
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The figure below outlines the causes of maternal deaths.   
 
 
Figure 2.2:   In-facility maternal mortality ratio 
(Source: NDoH 2015b) 
 
The figure suggests that the causes of maternal deaths have not changed over the past 
four triennia in spite of all the interventions that have been initiated. There is often low 
demand for postnatal care services. Mothers who did not attend antenatal care services 
are less likely to seek postnatal care.  Madzimbamuro, Ray and Mogobe (2013:1) assert 
that HIV infection is associated with higher maternal deaths than haemorrhage and 
hypertension. This study further suggests that there is a need to integrate HIV care into 
existing maternity services.  
 
The majority of maternal deaths occur within the first 48 hours after giving birth. Various 
reports have indicated that postnatal care has been neglected. In 2011 only 52.5% of 
women received postnatal care within six days. This has varied between provinces 
where in the Free State 79.7% of women received postnatal care within six days after 
delivery which is relatively higher than that of the national average (HST 2012:60). 
Recent data (HST 2014/15:94) show that the Free State has a significant improvement 
in the number of women accessing postnatal care services. However, this data does not 
show the proportion of HIV positive women. 
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Table 2.1 Postnatal care data in the Free State province from 2010 to 2014 
 
Indicator 2010 2011 2012 2013 2014 
Mother postnatal visit within 6 days rate 28.8 % 79.7% 83.1% 82.5% 81.3% 
 
(Source: DHIS 2010-2014) 
 
2.3 FACTORS RELATED TO DELIVERY OF EFFECTIVE POSTNATAL CARE 
 
Literature shows various factors that influence the quality of care during the postnatal 
period. Sprague et al (2011:2) indicate that there are instances where HIV testing is 
missed during antenatal care resulting in missed opportunities through the continuum of 
care. These missed opportunities are as a result of staff shortage and non-availability of 
HIV test kits. It is further suggested that women are not offered HIV testing in labor 
wards and during the postnatal period which further delays access to ART. Horwood et 
al (2010:998) conducted an evaluation study to describe responsibilities of nurses and 
lay counsellors regarding implementation and integration of PMTCT into routine 
maternal and child health services. The findings suggest that there is poor integration of 
PMTCT into routine care and that there is lack of role clarification for health workers. It 
further argues that poor record keeping creates a barrier to access care post-delivery. 
 
2.3.1 Patient related factors 
 
The fourth element of PMTCT focuses on provision of treatment, care and support to 
women living with HIV and their children (NDoH 2013a:3).  The South African 
Guidelines (NDOH 2015b:21) recommend a family-centered approach as it is the cost-
effective model for HIV prevention, treatment and care. Mrisho, Obrist, Schellenberg, 
Haws, Mushi, Mshinda, Tanner and Schellenberg (2009:5-6) found in Tanzania that 
cultural factors, lack of money for transport, and perception of postnatal care cause 
delays in seeking postnatal care. This was confirmed by Babalola and Fatusi (2009:8) in 
Nigeria where there is a relationship between the socio-economic conditions, level of 
education and the use maternal health services, especially antenatal services. 
However, these results could not be applied to postnatal care. It is suggested that the 
most economically viable and educated women used services more than those of low 
socio-economic and education levels.  Warren, Daly, Toure and Mongi (2006:84) 
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suggest that in sub-Saharan Africa postnatal care is marked by cultural practices. Post-
delivery women and children are secluded from other people and kept at home for the 
first six weeks. When the mother or the baby becomes ill during this period, there is 
often a delay in seeking help. Poor postnatal care may result in missed opportunities 
resulting in neonatal deaths and maternal mortality. Social factors such as finances and 
distance travelled to the nearest health facility were cited as barriers to utilisation of 
postnatal care services (Tesfahun, Worku, Mazengiya & Kifle 2014:2358).  
 
2.3.2 Health system related factors 
 
The WHO defines a good health system as the one that delivers accessible quality 
health care, with a competent workforce, has reliable information for planning and 
decision making, and maintains a consistent supply of medicines and equipment (WHO 
2007:3). 
 
2.3.2.1 Weak referral system between the different levels of care  
 
A good referral system ensures a close relationship between the different levels of care. 
Patients receive optimal care. Specialists at higher levels of care outreach to the lower 
levels of care. There is a need to strengthen back referral from higher levels of care to 
the primary health care facilities. Clousse, Pettifor, Shearer, Maske, Basset, Larson, 
Van Rie, Sanne and Fox (2013:455) indicate that among women who were in care at 
delivery, 47.9% were lost six weeks after delivery. Women who attend antenatal care 
services at the primary health care level and deliver at another facility are often lost to 
follow up as there is no back referral from the delivery facility. This study also found out 
that the majority of women who were lost to follow up were residing in other countries. 
This may also apply where there is movement of women across provinces. There is 
currently no system to track women receiving care in other facilities. The Department of 
Health has to consider unique patient identifiers to improve continuity of care in case 
women move across borders and into other provinces. 
 
2.3.2.2 Access to information  
 
Effective communication is one of the strategies used to empower communities to deal 
with health challenges. Communication should be accurate and accessible to the 
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targeted audience for it to have an impact. Health care providers should take socio-
cultural issues of the targeted population into consideration when developing 
communication tools. Schwartz, Lowe and Sinclair (2010:1) claim that effective 
communication is critical for a successful health care system.  
 
Various studies (Beake et al 2010:5; Dhakal et al 2007:3) identified that women are not 
given enough information during pregnancy and after birth which affects their 
confidence in self-care and that of their babies. This suggested a need to improve the 
quality of information given to women during postnatal care and before discharge. The 
weakest aspects of PMTCT interventions have been identified as counselling on infant 
feeding and women’s access to information (Horwood et al 2010:996; Beake et al 
2010:5). It is evident that communication and provision of information should be 
enhanced at various stages of care as indicated in a study by Maman et al (2014:1) 
which suggests that women are motivated to address health issues during pregnancy 
and postnatal care. This was confirmed by Dlamini (2012:225) in a study that 
investigated postnatal care services to HIV-positive mothers and their HIV-exposed 
infants. It is asserted that there are gaps in the implementation of policies and the 
quality of postnatal care to HIV positive women. The study identified that 11.3% of HIV 
positive women were not given information on the importance of cotrimoxazole 
prophylaxis. Failure to take cotrimoxazole put them at risk of developing opportunistic 
infections. 
 
2.3.2.3 Lack of skilled attendants  
 
Skilled attendance is one of the pillars of a functional health care system. According to 
WHO (2011b:iii) the benefits of quality midwifery services extend beyond the mother 
and her baby to the community as well.  It is further argued that in countries where 
midwives are not fully qualified to cope with the service demands, women’s 
expectations are not fully met.  With the increasing burden of HIV and TB, there is task 
shifting where nurses initiate patients on treatment which increases the existing 
workload. The Free State implements skills mix which replaces one registered nurse 
with three enrolled nursing assistants or enrolled nurses. This may compromise quality 
of care provided as enrolled nurses assistants are not independent practitioners (South 
African Nursing Council (SANC) 1984:5).  
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2.4 IMPROVING POSTNATAL HIV CARE 
 
Globally, a functional health system and dedicated skilled workforce are key in 
delivering quality health services WHO (2011b:viii). Early postnatal care visits are 
critical as the majority of deaths occur within the first week after birth. According to the 
South African Maternity Care guidelines (NDoH 2015a:163) the following strategies are 
recommended to implement postnatal care: First is the timing for postnatal care which is 
scheduled within the first six hours before the woman is discharged from the maternity 
obstetric unit; the second period is within six days where the mother and the baby are 
seen at a health care facility; and the third consultation at six weeks where the mother 
would be examined and screened for cervical cancer and the baby receives 
immunisation at the health center. However, women with complications are seen more 
often than those without challenges. 
 
Community based services offer an opportunity to provide postnatal services in the 
household thus promoting and reinforcing a family-centred approach. Rochat, Bland, 
Coovadia, Stein and Newell (2011:692) assert that the family centred approach is 
appropriate and cost effective in rendering HIV prevention and treatment. This is 
supported by the National Health Insurance in South Africa policy paper (NDoH 
2011a:26) through the introduction of Primary Health Care re-engineering where family 
health teams take health care services to the households thus strengthening a family 
centred approach. Women have specific individualised needs and should be given 
individualised care taking into account their circumstances throughout the continuum of 
care. Forster, Savage, McLachlan, Gold, Farrell, Rayner, Yelland, Rankin and Lovell 
(2014:1) found that women were positive about individualised postnatal care planning 
which starts during antenatal care.   
 
2.5 CONCLUSION 
 
This chapter emphasises the importance of a functional health system which is 
necessary for meeting the needs of the community. A functional health system will 
comprise of the correct leadership which will guide the service delivery mandate and 
ensure continuous availability of supplies and treatment, together with the right cadre 
who have the skills to deliver the services.  
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More focus should be given to community based strategies to promote advocacy, social 
mobilisation and promote ownership to increase demand for services and improve 
health seeking behaviour. There is a need to strengthen integration of services to 
ensure that women are not lost within the health care system. The next chapter will deal 
with the research design and research method. 
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CHAPTER 3 
 
RESEARCH DESIGN AND METHOD 
 
3.1 INTRODUCTION 
 
Research methodology is the strategy that guides the collection of data to achieve the 
research objectives. It dictates the different techniques to be used to sample the 
population to be studied, the data collection methods, and how data will be analysed 
and interpreted (Leedy & Ormrod 2010:6). This section of the study discusses the 
research design and method. It highlights the population, sampling, data collection 
approach and methods used, ethical considerations as well as the trustworthiness of the 
study. The purpose of the study was to explore nurses’ views about the effectiveness of 
the implementation of postnatal care to HIV positive mothers.  
 
3.2 RESEARCH DESIGN 
 
A research design is an approach used to answer the research questions. It determines 
how the population should be sampled, the method of data collection and analysis 
(Joubert & Erlich 2007:77). Leedy and Ormrod (2010:85) indicate that a research design 
provides a framework for the steps to be followed regarding collection of data and 
analysis with the aim of answering the research questions. An evaluative case study 
design was used to provide a detailed account that involved description of 
implementation of postnatal care to HIV positive clients. The evaluative case study was 
the preferred study design for this study as it allowed examination of specific instances 
such as interpretation and implementation of HIV national guidelines, thus illustrating 
the complexities of the situation of managing HIV in postnatal care. The heuristic quality 
of a case study such as the ability to offer reasons for a problem, and providing the 
opportunity to evaluate what worked and what did not make it most appropriate for this 
study (Merriam 2009:42).  
 
The case in this study referred to postnatal HIV implementation at a primary healthcare 
setting and the unit of analysis was nurses’ views about their practices in the 
implementation of postnatal care guidelines for HIV positive women. This type of 
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research design is empowering and is most valuable in exploratory research. It involves 
significant collaboration between evaluator and participants during most of the steps in 
the evaluation process, and enables the researcher to conduct the evaluation in the 
participants’ natural environment and to capture the research context in addition to their 
views (Bamberger et al 2004:12). The evaluative case study involves description, 
explanation and judgment. It is best for reporting because it provides thick descriptions, 
well-grounded and holistic. It offers the opportunity for a better understanding of a 
programme, in this case, the postnatal HIV care (Merriam 2009:43). 
 
3.2.1 Qualitative research 
 
Qualitative research is an enquiry that seeks to explore human experience of the 
studied phenomenon for the purpose of understanding the participants’ actions (Given 
2008:27). It allows the researcher to build a holistic picture of the studied phenomenon, 
analysed the view of nurses and conducted the study in a natural setting (Tappen 
2011:37). Polit and Beck (2012:17-18) argue that in qualitative methods the researcher 
can increase the depth of understanding that he/she may gain from the experience 
through exploration. The researcher conducts the study in a natural setting and applies 
a holistic approach gaining the understanding of the whole phenomenon. Qualitative 
research enables the researcher to maintain direct contact with the participants so that 
he/she can capture and analyse data as it emerges, Finally, this method allows flexibility 
in questioning and clarity regarding the studied phenomenon. 
 
The study utilised an evaluative case study as the research design, following Miles and 
Huberman’s (1994:25) definition of a case as a system or unit with boundaries or a 
phenomenon occurring in a bounded context.  Qualitative evaluations tend to build from 
participants upwards seeking patterns but keeping an open stance toward the new or 
exceptional. The methods tell the service story by capturing and communicating the 
participants’ stories, thereby understanding the phenomenon in totality (Patton 2003:2; 
Bamberger et al 2004:17).  
 
Qualitative evaluation was appropriate for this study as it was used to explore the 
interpretation of national HIV guidelines and views of nurses on their role in postnatal 
HIV care. The chosen method allowed the researcher to follow a systematic approach 
to capture the factors that affect quality of care, access to care, health promotion and 
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disease prevention (Holloway & Wheeler 2010:13). In this study the researcher sought 
to have a deep understanding of the nurses’ views through focus group discussions. A 
trust relationship was built and participants were supported during the interactions. 
Participants were used to provide information from which themes were generated. The 
researcher enhanced collaboration by ensuring that participants agree to be part of the 
study.  
 
3.3 RESEARCH METHOD 
 
Research method is a technique used to obtain and analyse information (Polit & Beck 
2012:741). In this study a qualitative research method was used.  
 
3.3.1 Research setting 
 
The study setting is the environment within which the researcher collects data pertaining 
to the problem under observation (Polit & Beck 2012:743). The researcher picked sites 
that yielded the most information and had the greatest impact on the development of the 
understanding regarding implementation of postnatal care for HIV mothers. Three 
clinics in Mangaung Metro Municipality were chosen for the study. These facilities 
provide comprehensive primary health care services. There are maternity obstetric 
units, antenatal, postnatal and child health on site as well as maternal health and 
postnatal care services. HIV services form part of the comprehensive primary health 
care services. However, HIV positive mothers are referred to the ARV clinic for further 
management. The clinics offered a natural setting for the participants as it is their place 
of work. 
 
3.3.2 Population 
 
Population refers to all individuals who fit the criteria as determined by the researcher. 
The sample represents the smaller part of a population (De Vos et al 2011:223). In this 
study the population comprised of nurses registered with the SANC working at the 
primary health care clinics with various ethnic backgrounds.  
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3.3.3 Sampling  
 
Sampling refers to a process of selecting members of a group who would represent the 
population in a study (Polit & Beck 2012:742). In qualitative studies a sample is not 
necessarily representative of the population; therefore, findings cannot be generalised 
(Polit & Beck 2012:515).  The study used the non-probability, criteria purposive 
sampling method to select participants. Non-probability sampling is a non-random 
sampling approach. De Vos et al (2011:231) asset that in non-probability sampling the 
researcher does not know the population and that the sample does not have equal 
chance to be selected for the study. Patton (2003:4) defines purposive sampling as 
selecting participants who can make a point quite dramatically or are important in the 
scheme of things, meaning that if it happens here it will happen anywhere. 
 
The sampling technique was appropriate for this study as it is believed that the 
participants were able to provide critical information on the occurrence of events on the 
phenomenon under investigation (Burns et al 2013:365). The technique further allowed 
the researcher to select a homogenous group and reduced variations to allow a focused 
enquiry. In this study all the participants were nurses implementing postnatal care. 
Typical case sampling was also used to gain understanding of the phenomenon as 
experienced by the nurses (Polit & Beck 2012:518). 
 
3.3.3.1 Eligibility criteria 
 
Participants were nurses trained in HIV and working with HIV positive individuals. The 
eligibility criterion for inclusion in the study was nurses who are specifically working with 
postnatal HIV positive clients. This enhanced in-depth discussions on the studied 
phenomenon (Polit & Beck 2012:517).  
 
3.3.3.2 Exclusion criteria 
 
Participants who were not willing to participate in the study, or who were enrolled as 
nursing assistants working at the clinic were excluded from the study.  
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3.3.4 Data collection 
 
Polit and Beck (2012:532) state that data collection is a way of gathering information to 
answer the research questions and objectives. In this study the data was collected 
using a semi-structured interview approach, i.e. focus group interviews. A qualitative 
evaluation using an evaluative case study was used in the study in order to explore the 
views of nurses on the postnatal HIV services and describe the implementation 
processes involved in HIV care during the postnatal period. The chosen method allowed 
the researcher to follow a systematic approach to capture the nursing processes 
involved in the service in the Free State. 
 
The evaluative case study is defined by Patton (2003:4) as an inquiry into an event by 
either an individual or organisation. It is produced through systematic data collection, 
analysis and reporting. In the context of service evaluations, collective case studies 
often carry a lot of weight, simply because evaluators can relate to the experiences of 
individuals more readily (Patton 2003:10). Qualitative evaluations tend to build from 
participants upwards seeking patterns but keeping an open stance toward the new or 
exceptional. The methods tell the service story by capturing and communicating the 
participants’ stories, thereby leading to understanding the phenomenon in totality 
(Patton 2003:6; Bamberger et al 2004:11).  
 
3.3.4.1 Data collection approach and method 
 
Three focus groups were conducted with four participants each. The groups were 
homogenous in that they consisted of nurses in similar shifts and same ranks. The four 
basic components of a focus group according to Terre-Blanche et al (2006:305) were 
followed. The meetings were conducted at the clinic, in a suitable venue that was safe, 
private and comfortable, and at a time convenient for nurses. 
 
• Focus groups 
 
Focus groups are defined as “carefully planned discussions of 4-12 participants 
designed to obtain perceptions on a defined area of interest in a permissive, non-
threatening environment” and a means of better understanding how people think about 
the phenomenon. They have the potential to generate concentrated data which could be 
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ascribed to spontaneous exchange of ideas, thoughts and attitudes in a secure 
environment (De Vos et al 2011:374).  
 
The rationale for this approach was to allow the participants to talk freely without due 
influence from the researcher (Babbie & Mouton 2012:292).  Focus groups were utilised 
to help gain a better understanding of the reasons behind nurses’ action and opinions, 
the procedures followed included setting rules, keeping discussions confidential and 
respect for each participant’s viewpoints (Terre-Blanche et al 2006:304).  
 
• Data collection process 
 
The procedure included rules which were agreed to with the study participants. The 
following were the rules: cell phones to be switched off during the discussions and only 
one person should speak at a time; confidentiality and respect for each participant’s 
viewpoints; information discussed should not be taken outside the room; and the 
interactions observed comfort levels and concentration spans.  
 
The biographic data was collected separately prior to the interviews. Narrative data was 
obtained from the nurses on the postnatal HIV programme focusing on what they do, 
the rationale, how they respond to guidelines, and why. The purpose was to gather rich 
information that would generate insights and understanding of the implementation 
processes.  
 
• Preparation and facilitation of focus groups 
 
Participants were recruited from a pool of professional nurses who met the eligibility 
criteria working in postnatal care clinics. The purpose of the study was explained to the 
participants which gave them an option of participating in the study or not. The 
professional nurses who were willing were then given consent forms (Annexure D) 
which outlined the conditions of participating in the study. 
 
To build rapport the researcher introduced a general question and asked each 
participant why they thought women should receive postnatal care. It was indicated that 
there was no wrong or right answer. This allowed them to talk freely and give their 
opinions. Questions for focus groups were prepared in advance and the session was 
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conducted by the researcher and an assistant. Notes were taken during the discussions 
and some of the sessions were recorded. Participants were given turns to raise their 
views ensuring that the sessions were not dominated by one participant. Data from the 
focus groups was captured by means of a digital voice recorder; the assistant was used 
to support with field note taking. The meetings were conducted at the clinic in a suitable 
venue that is safe, private and comfortable, and at a time that was convenient for 
nurses. Follow up sessions were arranged as deemed necessary until data saturation 
was achieved. 
 
3.3.5 Data analysis  
 
According to De Vos et al (2011:399), data analysis in qualitative studies is a process of 
inductive reasoning. It is done during and after data collection. A thematic analysis was 
used to review the data to identify common issues that recur and these were 
summarised in a narrative form. Saldana (2013:175) describes a theme as a sentence 
that identifies the meaning of data. 
 
The following steps were followed: 
 
• Organising of data. The researcher familiarised herself with the data by reviewing 
data collected through interview notes. Data collected through audio visual tapes 
was transcribed verbatim and typed into a computer MS Word program. 
• Generating categories. Factors that affect provision of postnatal care were 
examined to identify themes. Responses from participants were grouped into 
themes.  
• Data was then summarised using codes where data was compared to establish 
relationship among the different categories. 
• Themes were consolidated to develop meanings.  
 
3.4 TRUSTWORTHINESS  
 
Polit and Beck (2012:584) define trustworthiness as the conceptual equivalent of validity 
applied to qualitative studies. The researcher adopted the following criteria to ensure 
trustworthiness as defined in Lincoln and Guba’s model (1985): credibility, 
dependability, confirmability and transferability.   
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Table 3.1 Strategies to ensure trustworthiness 
 
Criteria for trustworthiness Current study 
Credibility is the confidence in the truth value of 
the data collected. Truth value establishes how 
confident the researcher is with the truth of the 
findings based on the research design, 
informants and the context (Polit & Beck 
2012:584). 
Credibility was enhanced by prolonging time 
with the subjects and gathering more 
information. Triangulation of data collection 
methods were ensured by capturing field notes 
and the use of a voice recorder during focus 
group discussions. In this study data was 
collected until saturation was achieved. 
Dependability refers to the stability of data over 
time.  
 
The researcher enhanced the dependability by 
maintaining a thick description of all data and 
relevant methodological information to enable 
other researcher to replicate the study. 
Confirmability according to Polit and Beck 
(2012:585) refers to the neutrality of the  
researcher during data analysis and 
interpretation. This is achieved when the truth 
value and applicability are established.  
. 
In this study the researcher ensured that the 
results reflected the nurses’ interpretations and 
implementation of guidelines which they 
revealed during the data collection. The 
researcher used audit trails, member checking 
and bracketing to enhance the confirmability of 
the research results. Notes obtained from the 
fieldwork were reviewed and the voice 
recording was listened to ensuring that the 
data represented views of the informants. The 
audio files were shared with the supervisors 
through cloud based application. 
Transferability refers to whether the study can 
be generalised or be applicable to other 
situations (De Vos et al 2011:420).  
In this study this criterion was ensured by 
examining other studies of similar nature. The 
researcher selected information-rich 
participants such as nurses who have been 
trained in HIV and managing HIV positive 
women in postnatal clinics. Data was collected 
until data saturation had occurred. 
 
 
3.5 ETHICAL CONSIDERATIONS 
 
The ethical standards as cited by De Vos et al (2011:115) were considered throughout 
the study.  In this study the researcher followed the following ethical considerations: 
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3.5.1 Permission to conduct the study 
 
Permission to conduct the study was sought from the Head of the Free State 
Department of Health (Annexure B). Approval to conduct the study was obtained 
(Annexure C). Ethical clearance was granted by the University of South Africa 
(Annexure A).  
 
The approval letter was then forwarded to the District Manager and the facility 
Operational Manager. Telephonic arrangements were made with the sister in charge of 
the facility and she helped to gather informants for the focus group discussions. The 
informed consent was obtained from each participant (Annexure D). 
 
3.5.2 Ethical principles 
 
3.5.2.1 Avoiding harm 
 
The principle relates to the benefits the study would have to the participants. The 
researcher conformed to this principle by avoiding any discomfort and harm to the 
participants. They were periodically reminded and encouraged to communicate any 
form of discomfort. This was also ensured by constantly observing participants for signs 
of emotional trauma and ensuring a safe environment.   
 
3.5.2.2 Justice  
 
Justice was maintained by ensuring that the study participants were treated fairly and 
equally. Selection was based on the research requirements.  They were informed that 
the field notes would be written and that a tape recorder would be used during 
discussions to capture information.  
 
3.5.2.3 Anonymity and confidentiality 
 
Confidentiality and anonymity was maintained throughout the study. The participants’ 
names and personal identifying information were not required or used in the records.  
Instead, codes were used instead of personal details (De Vos et al 2011:117). Focus 
groups were conducted in a private setting. Recording and transcripts were kept 
  
33 
secured. Participants’ names were omitted and the co-facilitator signed a confidentiality 
clause. 
 
3.5.2.4 Informed consent  
 
The purpose of the study was explained before their participation. All participants were 
above 18 years and were eligible to give an informed consent. They were made aware 
that they were not forced to participate in the study and that they had the right to 
withdraw at any time and not answer questions that they felt violated their privacy or 
withhold information without being penalised.  
 
3.6 CONCLUSION 
 
Chapter 3 highlighted how the study was conducted, using the qualitative evaluation 
methods using a collective case study. The population, sampling, data collection and 
data analysis were discussed. Ethical considerations which were followed and the 
measures of ensuring trustworthiness were outlined. The next chapter presents the 
research findings.  
  
34 
CHAPTER 4 
 
PRESENTATION AND DESCRIPTION OF THE RESEARCH FINDINGS 
 
4.1 INTRODUCTION 
 
This chapter focuses on the analysis of data obtained during focus group discussions 
and the interview conducted with nurses working at primary health care clinics in 
Mangaung, Free State province. According to De Vos et al (2011:399), data analysis in 
qualitative studies is a process of inductive reasoning. It is done with and after data 
collection. A thematic analysis was used to review the data to identify common issues 
that recurred which were summarised in a narrative form. The objectives of the study 
were to explore nurses’ interpretation of the national HIV guidelines, describe how 
nurses implement postnatal HIV care, identify factors that influence the provision of 
postnatal HIV care and recommend measures to improve postnatal care to HIV positive 
women. Three focus groups were conducted with four participants in each group.  Data 
from the three facilities were merged to form a comprehensive report. 
 
4.2 DATA ANALYSIS 
 
All four focus groups were conducted in English though informants were allowed to 
express themselves in their local language where they were struggling to find an 
appropriate English word. During data analysis the researcher read field notes that were 
collected and listened to the recorded discussions. Similar and different views from the 
different focus groups were merged and represented in the form of quotations. Different 
colored pens were used to code and group similar information into themes. Polit and 
Beck (2012:562) argue that themes capture the basis of experience. They seek to find 
similarities and also look at variations in the information gathered. In this study themes 
were supported with verbatim quotes from the informants. 
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4.2.1 Biographical details of informants 
 
The biographical details of participants reflect gender, age, racial group, qualifications 
and experience post qualification. Table 4.1 outlines the biographical details of the 
informants.  
 
Table 4.1: Biographical details of informants 
 
 Focus group 1 
(n=4) 
Focus group 2 
(n=4) 
Focus group 3 
(n=5) 
Gender Females = 4 Females = 4 Females = 5 
Age 30-39 = 2 
 
40-49 = 2 
30-39 = 3 
 
4 -49 = 1 
30-39 = 2 
 
40-49 = 3 
Race Blacks Blacks Blacks 
Qualification Registered 
Midwives = 3 
 
Advanced 
 Midwife = 1 
Registered  
midwives = 3 
 
Advanced  
midwife = 1 
Registered 
midwives = 4 
 
Advanced  
midwife = 1 
Experience post 
qualification  
1-3 years = 2 
 
11+ years = 2 
1-3 years = 2 
 
11+ years =2 
1-3 years = 4 
 
11+ years =1 
 
 
The participants were all females, seven were between 30-39 years and the other six 
between 40 and 49 years as outlined in table 4.1. Ten were registered midwives, three 
had Advanced Midwifery. Eight of them had less than three years’ experience post 
qualification and five had more than 11 years’ experience post qualification.  
 
4.3 THEMES 
 
The national consolidated guidelines for the prevention of mother to child transmission 
and the management of HIV in children, adolescents and adults provides guidelines on 
how to respond to and manage HIV positive clients. It informs the health care providers 
about procedures and standards to practice HIV management (NDoH 2015b:1). The 
informants were asked about their interpretation of the HIV/AIDS guidelines, how they 
view management of postnatal HIV positive women, their achievements since 
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implementing the guidelines, and challenges and suggestions to address those 
challenges. Three themes, categories and sub-categories emerged from the data 
analysis. These were: interpretation of HIV/AIDS guidelines, current postnatal HIV care 
practices and strengthening of HIV management. 
 
4.3.1 Theme 1: Interpretation of HIV/AIDS guidelines 
 
In theme 1, which is interpretation of the guidelines, two subthemes emerged: meaning 
of the guidelines and focus of new guidelines.  The subthemes and categories in theme 
1 are presented in table 4.2. 
 
Table 4.2: Interpretation of HIV/AIDS guidelines 
 
Theme Subtheme Category 
Theme 1 
 
Interpretation of HIV/AIDS 
guidelines 
Meaning of HIV/AIDS 
guidelines 
 
• Framework for HIV 
management 
• Increasing HIV treatment 
opportunities 
Improvements in new 
guidelines 
 
• Holistic approach and more 
focus on women 
• Minimising missed 
opportunities 
 
4.3.1.1 Subtheme 1.1: Meaning of HIV/AIDS guidelines 
 
The NDoH (2015b:56-65) HIV/AIDS guidelines guides the provision of postnatal HIV 
care. Therefore, it was imperative to understand the nurses’ views or interpretation of 
these guidelines as a point of departure. Probing questions were asked to gain an 
understanding of participants’ views about the HIV guidelines and how they influence 
their role in caring for HIV positive postnatal women. In the sub-theme of “meaning of 
HIV/AIDS guidelines” the participants described the guidelines as a written framework to 
guide policy implementation. From their responses the following categories emerged: 
framework for HIV management and increasing HIV treatment opportunities.   
 
Sprague et al (2011:3) posit that in South Africa there are no known national measures 
to suggest how to effectively implement the guidelines; therefore, health providers 
attach meaning to the guidelines and interpret according to that meaning.    
  
37 
 
4.3.1.1.1 Category 1.1.1: Framework for HIV management 
 
In response to how they interpreted guidelines on management of postnatal care to HIV 
positive women, participants described guidelines as a written framework on 
management of HIV positive women and their babies. However, they also mentioned 
that at times they used their nursing background to offer specific care.  This is 
supported by the following quotes:  
 
“Guidelines are a framework that we follow to manage HIV positive women and 
their babies…” 
 
 “The guidelines are general and do not provide for individual care. During 
implementation we adopt them to suit specific scenarios. At times, we have to go 
out of the parameters of the guidelines and use our nursing knowledge to give 
care, because I understand guidelines to be broad.”  
 
4.3.1.1.2 Category 1.1.2: Increasing HIV treatment opportunities 
 
The participants understood the guidelines as a tool that enables them to initiate 
treatment of HIV positive clients at the point of diagnosis and also the government’s 
approach to show its commitment to reducing the infection rate by increasing access to 
treatment and providing protocols for health professionals to manage HIV effectively. 
The following quotes illustrate nurses’ interpretations: 
 
“Guidelines are there to help the patient. If the patient is positive and you initiate 
immediately is for the benefit of the mother and the baby. It is user-friendly. Even 
on our side we try and initiate as many patients. We want our initiations to be 
100%.” 
 
“The guidelines make provision of the birth PCR. This is evidence that the 
infected babies can be identified as early as at birth. The aim is to identify 
children early and provide treatment.”  
 
“Government has realised that some of the maternal deaths would occur 42 days 
post-delivery. Women who were missed during the antenatal period or unbooked 
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for antenatal care are tested in labor and those who test HIV positive within one 
year post-delivery are initiated on ART irrespective of the CD4 count results.” 
 
4.3.1.2 Subtheme 1.2: Improvements in the new guidelines 
 
In the subtheme of “improvements in the new guidelines” participants asserted that the 
new guidelines provide an opportunity to provide a more comprehensive care of HIV 
positive women and their HIV exposed children. Three categories emerged from the 
data: holistic approach and more focus on women, minimising missed opportunities and 
the focus on birth PCR.  
 
4.3.1.2.1 Category 1.2.1: Holistic approach and more focus on women 
 
Participants explained that in general, the guidelines are more comprehensive and there 
is more focus on women in that the services have been expanded to include cervical 
cancer screening and the management of sexually transmitted infections. The following 
statements represent their views: 
 
“The fourth prong of PMTCT puts an emphasis on holistic management of HIV 
positive women including health education on how to care for their babies.” 
 
“In the new provisions, management of HIV positive women includes screening 
for TB, counselling for Family planning and cervical cancer screening post-
delivery. Unlike other categories, they have put more focus on women. After six 
weeks these women must be screened for cervical cancer and every year women 
must be screened for cervical cancer. There is also provision for sexually 
transmitted infections.” 
 
Ndwiga et al (2013:1) indicated that tuberculosis is a major cause of maternal deaths 
and morbidity; therefore, TB screening should be incorporated into routine maternal and 
child health services for early detection and treatment. 
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4.3.1.2.2 Category 1.2.2: Minimising missed opportunities 
 
The guidelines were seen as an attempt to minimise missed opportunities by not only 
focusing on postnatal care but tracking the history of the woman from antenatal care 
and include those who tested HIV negative during pregnancy. This is affirmed by 
Sprague et al (2011:2) who claim that there are instances where HIV testing is missed 
during antenatal care resulting in missed opportunities within the continuum of care. 
Women who were not given prophylaxis are at risk of developing opportunistic 
infections. This is supported by the statement below:   
 
“The change is about testing for HIV. Previously HIV negative women were 
retested at 32 weeks irrespective of when the initial test was done now it is after 
every three months to minimise missed opportunities.”  
 
4.3.2 Theme 2: Current postnatal HIV care practices 
 
Participants viewed HIV management as a complex process that requires all 
stakeholders to fulfil their role in order for the service to be effective. They further 
described the positive markers of quality postnatal care to HIV positive women.  Four 
sub-themes emerged from the data: nurses’ role, patients’ role in health care, 
effectiveness of postnatal HIV services and challenges to HIV management. The sub-
themes and categories in theme 2 are presented in table 4.3 below.   
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Table 4.3: Current postnatal HIV care practices 
 
Theme Subtheme Category 
Theme 2 
 
Current postnatal HIV 
care practices 
 
Nurses’ role • Care of HIV+ mother and HIV 
exposed babies 
• Discharge of HIV+ mothers 
• Collaboration with WBOTs and 
CHWs) 
• Drug management 
Patients’ role in health care • Early ANC registrations 
• Voluntary testing 
• Disclosure of HIV status 
Effectiveness of postnatal 
HIV services 
• Quantifiable outcomes 
• Clinic infrastructure 
• Infant feeding 
Challenges to effective HIV 
management 
• Low utilisation of postnatal care 
• Resources (staff and drugs) 
• Nurses’ rotation system 
• Booking system and referrals 
• Lack of uniformity in HIV care 
 
4.3.2.1 Subtheme 2.1: Nurses’ role 
 
Participants reflected on their practices and roles in caring for HIV postnatal mothers as 
stipulated in the guidelines. Five categories emerged: care of HIV positive mothers and 
HIV exposed babies, discharge of HIV positive mothers, collaboration with Ward 
Outreach Out-based teams and Community Health Workers and drug management.  
 
4.3.2.1.1 Category 2.1.1: Care of HIV positive mothers and HIV exposed babies 
 
Care of HIV positive women and HIV exposed babies focuses on HIV treatment and 
prevention of opportunistic infections and prevention of mother to child transmission of 
HIV (NDoH 2015b:19). Nurses indicated that they offer a comprehensive care to these 
mothers and encourage breastfeeding within an hour of post-delivery. Some explained 
that HIV exposed babies are tested and medication given accordingly. All assessments 
and screening are carried out on mothers to ensure quality care. The following 
statements support this finding: 
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“We implement Kangaroo mother care, though not consistently. The facility is 
baby friendly so we promote breastfeeding…all exposed babies are offered 
prophylactic treatment and PCR testing. The repeat test will be after 10 weeks. 
We do physical assessment for mothers to check if she is not bleeding.” 
 
“We are providing a comprehensive care to these mothers. We offer TB 
screening, if she screens positive then we collect sputum for testing and if the 
test results are positive then we treat for TB.  The newly diagnosed women are 
done CD4 count test and will be initiated on ART within eight weeks being on TB 
treatment.” 
 
4.3.2.1.2 Category 2.1.2: Discharge of HIV positive mothers 
 
The timing of discharge for women is entirely depended on their well-being and the 
outcomes of delivery. According to the South African Maternal Health guidelines (NDoH 
2015a:163). HIV positive women are discharged within six hours if there are no 
complications. They are further given a return date for a postnatal visit, which is within 
six days and thereafter in six weeks’ visit.    
 
Participants explained that on discharge mothers are given health education with 
emphasis on self-care, adherence to treatment for herself and the baby, contraception 
and child spacing, nutrition, safe infant feeding and monitoring of danger signs.  This is 
illustrated by the quotations below: 
 
“On discharge HIV positive women are advised on family planning, educated on 
self-hygiene, counselled on safe infant feeding practices, encouraged to disclose 
to the partners and adherence on treatment.”  
 
“Mothers are informed on the importance of follow up care at six days and six 
weeks.” 
 
“At six days mothers are counselled on infant feeding, they are done breast 
examination to check for signs of infection as it may increase the chances of 
mother to child transmission of HIV.” 
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• Follow up visit at six weeks 
 
According to the nurses, the six weeks visit entails growth monitoring of the baby, 
immunisation and feeding. Mothers are monitored for disease progression by having 
CD4 count and WHO clinical staging and they follow up guidelines in the provision of 
holistic care. The quote below demonstrates nurses’ practices at the six weeks visit: 
 
“During the six weeks visit we re-emphasise information on safe feeding practices. The 
baby is given the scheduled immunisations and weighed… We do CD4 count and Pap 
smear. The patients will be discharged with a discharge summary and a laboratory 
sticker for follow up care at their local clinic.  We are not sure whether they will go for 
follow up.” 
 
4.3.2.1.3 Category 2.1.3: Collaboration with ward based outreach teams and 
community health workers 
 
The majority of participants claimed that Ward Based Outreach Teams (WBOT) are a 
resource used to trace and follow up patients in communities. They further described 
how they collaborate with the WBOT and their significance in maternal and child health 
care. This is evidenced by the following quotes: 
 
“Community health workers support us in the implementation of maternal health 
services; they also serve as a link between communities and us.” 
 
“Ward Based Outreach teams are assigned households from the facilities. They 
visit households and report back to the facility. During the household visits they 
identify HIV positive women who need help and refer them to the health care 
facilities…”  
 
“The team leaders provide reports on households visited. Patients with 
complications are referred to the facility for further management. When they have 
rendered care the data are reported to the clinic where they are attached. The 
profiling data are captured on the DHIS.”  
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4.3.2.1.4 Category 2.1.4: Drug management  
 
Participants indicated that HIV positive pregnant and breastfeeding women are initiated 
on FDC or Zidovudine immediately irrespective of the CD4 count. HIV exposed infants 
are put on Nevirapine and Zidovudine depending on the duration when the mother has 
been on ART (NDOH 2015b:51). The following statement illustrates this: 
 
“Babies born from HIV positive mothers are given Nevirapine syrup at birth 
according to the dosages in the guidelines. In case the mother is diagnosed 
during labor we also give the baby AZT which she will take together with 
Nevirapine. We advise the mother that the baby must drink AZT until the nurse 
discusses the PCR results with her.” 
 
• Cotrimoxazole 
 
Participants highlighted that all HIV exposed babies are given cotrimoxazole to prevent 
occurrence of opportunistic infections. The duration of treatment is guided by PCR 
results and whether or not the mother is breastfeeding. The following statement 
demonstrates their practice: 
 
“Upon discharge HIV positive mothers are given Bactrim to give to the babies. If 
the mother has opted for breastfeeding of which most do, they are taught to give 
it until after six weeks when the baby has stopped breastfeeding…those who are 
not breastfeeding are advised to stop when the baby test PCR negative.” 
 
• Immunisations 
 
Data on immunisation did not yield anything unique for HIV exposed babies; nurses 
indicated that all infants are given immunisations according to the Expanded 
Programme on Immunisation (EPI) schedule as indicated in the statement below: 
 
“We immunise all babies according to the immunisation policy, irrespective of 
their HIV status…then record on the RTHB…follow up schedule will be done at 
the baby clinic. However babies whose mothers have active TB, they are given 
INH prophylaxis, BCG is delayed until the mother has completed TB treatment.” 
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• Maternal comprehensive care management 
 
Participants explained the post-delivery drug regimen that they provide. They continue 
with fixed dose combination (FDC) for women who initiated ART during pregnancy. 
Mothers who test positive in labor receive Truvada and Zidovudine three hourly until 
they deliver. Thereafter the woman is initiated on FDC irrespective of CD4 count. The 
statement below supports this finding: 
 
“Post-delivery we continue with FDC and even those who tested HIV positive on 
delivery we initiate…after six weeks we refer them to the clinic where they were 
first initiated on treatment…the changes in the HIV management guidelines mean 
more women are put on ARVs which may further increase the need for drugs.” 
 
4.3.2.2 Subtheme 2.2: Patients’ role in health care 
 
Nurses explained that effective postnatal care requires patients to take responsibility for 
and ownership of the care and take the initiative to realise the benefits of treatment. In 
this sub-theme the following categories emerged: early ANC registration, voluntary 
testing, and disclosure of HIV status.  
 
4.3.2.2.1 Category 2.2.1:  Early ANC registrations 
 
Participants described early antenatal care as registering for antenatal before 20 weeks 
of pregnancy. Early booking was emphasised as it was related to early identification of 
risks and early initiation of treatment that will be continued during the postnatal period. 
Nurses explained that the majority of women do take the responsibility and report to 
antenatal before 20 weeks; however, others still delay in seeking care. This is evidence 
of their observations: 
 
“A good number of women report for antenatal care before 20 weeks. However, 
some report late for antenatal care. Those who are seen on time are offered 
counselling and testing for HIV. We would like to have all women booking early to 
improve outcomes after delivery.” 
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“With HIV, women need to come early as delays in seeking help during 
pregnancy impacts on the services rendered to the client through labor and 
delivery and ultimately affect the quality of care rendered during the postpartum 
period, hence we encourage them to take the initiative and report early for care.” 
 
4.3.2.2.2 Category 2.2.2: Voluntary testing 
 
Voluntary testing serves as an entry point to HIV treatment and care. This involves 
individuals and couples actively seeking out these services. The guidelines put 
emphasis on providing counselling and testing (PICT) routinely to encourage patients to 
know their status (NDoH 2015b:22). Participants mentioned that some patients 
volunteer or agree to be tested. However, other women who test HIV positive do not 
bring their partners for testing. This finding is captured in the statements below: 
 
“Our HIV testing rate is not yet 100%. Women do volunteer to test for HIV to  know their 
status… but others refuse to test even during delivery…Some do know their HIV status 
but would not volunteer for repeat HIV test.”  
 
“I have observed a small number of women who know their HIV status bring their 
partners for testing. But, more than often, those who test HIV positive do not bring their 
partners for couple counselling as advised.” 
 
4.3.2.2.3 Category 2.2.3: Disclosure of HIV status 
 
Participants explained that to render effective care, women should disclose their HIV 
status. They associated disclosure with the ability to adhere to safe practices. Phakisi 
(2014:42) found that women who disclosed their HIV status were free to seek advice 
about health related issues. This was further confirmed by Mabuse (2008:94) that fear 
of disclosure can affect adherence to ARV treatment. The following statement supports 
this view: 
 
“It is their responsibility to disclose their HIV status…Women who talk freely 
about their HIV status often do not show problems with medication and other 
things they need to do, they are curious about their condition and want to know 
more.”  
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4.3.2.3 Subtheme 2.3: Effectiveness of postnatal HIV service 
 
Nurses acknowledged the positive outcomes of the postnatal HIV care they are 
providing and related their success to aspects of the HIV guidelines that have supported 
the services for HIV positive mothers. Three categories emerged from the data. These 
were quantifiable outcomes, clinic infrastructure and infant feeding.  
 
4.3.2.3.1 Category 2.3.1: Quantifiable outcomes 
 
Nurses indicated that their practices yielded some quantifiable positive outcomes, such 
as increased number of patients initiated on ART, a decrease in the maternal deaths 
and the rates of PCR positive results. These findings are supported by the following 
quotes:  
 
“We have increased the number of women initiated on ART; nevertheless, we are 
working towards 100% uptake.” 
 
“In the past, women used to die from HIV related conditions. The changes in the 
eligibility criteria enable us to initiate more women on ARVs, in our district, you 
hear of few AIDS related deaths.” 
 
“HIV transmission to the babies has decreased. We rarely receive positive PCR 
results. It will be one after a long time.”  
 
“The routine TB screening that is offered has assisted in early identification of 
HIV positive women with TB though they are not many. The cervical cancer 
screening results are further managed at the clinic where the woman will continue 
care upon discharge from postnatal care.” 
 
4.3.2.3.2 Category 2.3.2: Clinic infrastructure  
 
Participants believed that the clinic infrastructure enables them to provide continuous 
care. Women are not referred to different areas to access care.  Antenatal, postnatal 
and child health are provided in the same area. The statements below confirm this 
finding:  
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“When I compare the facilities I worked at, the services here are well structured.   
Everything is happening at the same site. Antenatal, postnatal and child health 
services are on the same site, care is continuous.” 
 
“If the child has a problem there is no need to go far the services are under the 
same roof and provided every day.” 
 
4.3.2.3.3 Category 2.3.3: Infant feeding 
 
HIV positive mothers can breastfeed up to one year to reduce child mortality. 
Participants highlighted that a high number of the mothers in the facility are 
breastfeeding within the first six weeks, though they were not sure if this was done 
exclusively as they relied on what the woman told them. They further indicated that after 
six weeks these babies are no longer seen at the postnatal clinic but at the well-baby 
clinic so they cannot certainly confirm that they are still breastfed. This is supported by 
the following statements:  
 
“Most mothers in this facility are breastfeeding. At every visit we teach them to 
continue with breastfeeding.  At least they sustain breastfeed up to 6weeks. After 
six weeks they are seen at the baby clinic according to immunisation schedule.”  
 
“It would be good to follow up with nurses at well baby clinic to determine if 
women are continuing with breastfeeding, since there are many misconceptions 
around being HIV positive and breastfeeding.” 
 
4.3.2.4 Subtheme 2.4: Challenges to effective postnatal HIV management  
 
Participants acknowledged that although there are measurable successes with their 
postnatal HIV care practices, there are still challenges that need to be addressed in the 
services. Five categories emerged from the data: low utilisation of postnatal care, 
shortage of resources, nurses’ rotation system, booking system and referrals and lack 
of uniformity in HIV care.   
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4.3.2.4.1 Category 2.4.1: Low utilisation of post-natal care 
 
Participants described low utilisation of post-natal care as non-attendance of postnatal 
clinic within the stipulated periods.  They highlighted that though patients are expected 
to come at six days after giving birth, some would come in after the six day period which 
may affect adherence to treatment.  
 
Phillips, Thebus, Bekker, McIntyre, Abrams and Myer (2014:4) assert that HIV positive 
mothers who were diagnosed later in pregnancy had a fourfold risk of loss to follow up 
to postnatal care within six months post-delivery than in pregnancy. This finding is 
supported by the following statements: 
 
“Some patients come late for postnatal care and others do not come at all. As a 
result our postnatal uptake within six days is affected and care is delayed.”  
 
“A small number of women, who did not book for antenatal care, come for 
deliveries and often do not come back for postnatal care and therefore do not 
receive postnatal care services.”  
 
4.3.2.4.2 Category 2.4.2: Shortage of resources (staff and drugs)  
 
The participants indicated that shortage of staff, transport, HIV test kits and some drugs 
for initiation and switching of regimen pose some challenges to effective care. They 
argued that more could be done to improve the efficiency of services. The findings are 
supported by the following quotes: 
 
“Since they added four nurses, the situation has become better. At least postnatal 
section has two nurses to provide care. However when one is on leave or sick the 
situation remains the same. The queues are still long and patients wait for a long 
period. We somewhat manage the load, except for Mondays when most patients 
come here.” 
 
“Not all nurses working in postnatal are trained on PMTCT. Previously we had 
one nurse responsible for PMTCT who would provide care to HIV positive women 
in antenatal clinic and follow them up to the postnatal period. We knew that this 
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nurse would see patients during antenatal and after delivery. That was a good 
system because she knew her patients.” 
 
“ARVs are not ward stock, it is individualised prescription from the district 
pharmacist. The messenger does not bring all the stock. She takes one order at a 
time. Sometime the stock is issued but it is not available and at times the orders 
are reduced.” 
 
“Some of the drugs have been out of stock for some time. If patients fail on the 
first line regimen, it is difficult to switch to the second line regimen.” 
 
“At times we do not have HIV rapid test kits and we are left with no option but to 
do laboratory test…this is a challenge because we do not get results at the same 
time and this delays initiation of treatment.” 
 
“There are transport challenges. At times we use our own transport to fetch 
treatment and at times we walk to the pharmacy to get treatment.” 
 
4.3.2.4.3 Category 2.4.3: Nurses’ rotation system 
 
The facilities rotate nurses on a quarterly basis. There were variations in two facilities on 
this aspect. In facility A, participants indicated that nurses do not rotate, but some 
nurses are not trained on HIV management and refer HIV positive women to the 
PMTCT trained nurse. In facility B there is a rotation system and participants indicated 
that the system results in poor follow up care. The following are statements from the 
participants: 
 
“Though people are not rotating frequently, there is often gaps when someone 
knowledgeable is allocated elsewhere… patients who need to be initiated on 
treatment are referred to the ARV nurse for initiation.”  
 
“When people rotate some will just work to comply knowing that they will not be 
there to answer as they will be allocated elsewhere. This can have a negative 
impact on follow up care.” 
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4.3.2.4.4 Category 2.4.4: Booking system and referrals  
 
The participants highlighted that there is no formal form of referral between facilities. 
They use patients’ discharge summaries where they write patient’s notes and laboratory 
stickers to indicate the specimen taken and the clinic where the patient will access care 
to follow up with the laboratory. They further claimed that there is no booking system; 
they receive patients from the private facilities and walk in patients without referral. The 
following were their comments: 
 
“Women are checked for viral load but upon discharge, only the sticker is pasted 
on the notes. Although there are Community Health Workers who are doing 
follow ups, there are still shortcomings with follow up, especially if the patient 
does not fall within the catchment population of the clinic.” 
 
“The gaps in our referral system make it challenging to provide continuity of care 
to the patients. We are not sure whether they go back to their local clinics; also 
we don’t know how many patients have been referred to this facility. We see 
them as they come…There is no booking system, and we end up seeing a lot of 
patients in this facility.” 
 
4.3.2.4.5 Category 2.4.5: Lack of uniformity in HIV care  
 
WHO (2003:1) made provision for standardisation of regimens in all countries with 
resource constraints. These are the first line regimens, second line and third line all 
comprising of different drugs. Participants indicated that there are differences in public 
and private sectors in HIV management, and that creates challenges in the continuation 
of care to clients who show up in public health care facilities. The following statements 
represent nurses’ views: 
 
“There is no uniformity on the type of treatment used in the public and private 
sector. Doctors in the private sector put patients on different regimen from that 
used in the public sector, some of these patients end up in the public service and 
it is difficult to manage them.” 
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“When there is no standardisation of treatment across facilities, care would be 
compromised as patients who cannot continue treatment in private sectors often 
face difficulties with ARVs.” 
 
4.3.3 Theme 3: Strengthening of postnatal HIV care services 
 
The evaluation of postnatal HIV service necessitated follow up questions on 
recommendations to improve the service. The researcher probed and asked 
participants what should be done to strengthen services to HIV positive women. 
Participants stated that strengthening of services entails improvement on the existing 
care provided, ensuring availability of resources and strengthening linkages throughout 
all stages of care.  Five sub-themes emerged from the discussions. These were: further 
improvement of care to mothers and babies, increasing adherence to treatment, 
continuous professional development, skills required for effective care and integration of 
services as outlined in table 4.4.  
 
Table 4.4: Strengthening of postnatal HIV care services 
 
Theme Subtheme Category 
Theme 3 
 
Strengthening of postnatal 
HIV care services  
Further improvement of care • Patient-centred health 
education 
• Focus on early ante-natal 
testing 
• Improved drug management  
• Specialised nutrition services 
Increasing adherence to 
treatment 
• Adherence clubs and buddy 
system 
Continuous professional 
development  
• Training of nurses 
• Consultation services and 
telemedicine 
Skills required for effective 
care 
• Interpersonal skills 
Integration of services • Collaboration with other 
service providers 
• One stop service 
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4.3.3.1 Subtheme 3.1: Further improvement of care 
 
Participants re-emphasised the importance of a holistic approach as stated in the 
guidelines. They expressed the need that care of mothers should incorporate not only 
physical care but also include psychological, socio-cultural and economic well-being as 
these also determine how the patient will take treatment and the impact of the disease. 
Four categories emerged. These are patient centred health education, early testing, 
drug therapy and nutrition. 
 
4.3.3.1.1 Category 3.1.1: Patient-centred health education  
 
Nurses were asked what they thought needed to happen to improve health promotion 
among HIV positive women. They expressed that health education should be provided 
at every contact with the clients. It should be comprehensive and patient centred. Some 
participants recommended that there should be someone responsible to provide health 
education so that HIV positive women can manage their health better. This is confirmed 
by Kanekar (2010:12) who assets that the client centred approach focuses on the needs 
of the individuals rather than just information giving. The following quotes represent the 
views of nurses: 
 
“HIV positive women should receive correct information continuously whenever 
they receive care. There should be focus on addressing their fears and reassure 
the women on the possibility of living positively.  More time should be allocated to 
health education so that women are given individual attention.”  
 
“When the HIV diagnosis is made and women initiated on ART, women must be 
given health education targeting specific areas and avoid information overload. 
Other areas would be covered on subsequent visits.” 
 
“There should be a professional nurse allocated specifically for health education. 
We are currently using an enrolled nursing assistant to ensure that patients 
understand their condition but there are limitations.” 
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4.3.3.1.2 Category 3.1.2:  Focus on early antenatal testing 
 
Participants felt that policy needs to strengthen provider-initiated counselling and testing 
during pregnancy. Testing should be extended to ward based outreach teams in the 
household for early identification of HIV positive women. They claimed that the earlier 
the client is tested and initiated on treatment during pregnancy the better the outcomes 
for postnatal care. The following statements represent this finding: 
 
“Nurses should provide HIV counselling and testing routinely as part of the care 
package…to reduce mother to child transmission.  There must be new ways of 
supporting clients to deal with the issue of stigma.”  
 
“Ward based outreach team leaders need to be trained to do pregnancy test and 
offer counselling and testing in the households. It will also enhance partner 
testing in the privacy of the family.” 
 
4.3.3.1.3 Category 3.1.3: Improved drug management 
 
Nurses denoted that challenges of stock shortages have a direct impact on the initiation 
of HIV positive women on ART or prophylaxis for prevention of opportunistic infections. 
They recommended more efficient management of the supply chain, especially drugs, 
and expressed the need to prioritise maternal and child health services when there is 
stock out. The statements below support this finding: 
 
“The district pharmacist should conduct facility visits and monitor drug availability. 
Facilities should be provided with drugs according to what they have ordered. 
When there is shortage of drugs, priority should be given to women and children.” 
 
“We do not understand the details of supply chain but there should be efficiency 
in that department to enable us to initiate women to prevent opportunistic 
infections.” 
 
4.3.3.1.4 Category 3.1.4: Specialised nutrition services 
 
Participants recommended that nutrition should form part of the HIV management 
strategies. They felt that facilities must have fulltime dieticians to counsel mothers on 
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nutrition as nurses often do not have time. Currently there are only visiting dieticians. 
They also recommended that women who test HIV positive should be routinely offered 
nutritional supplements. This is illustrated by the quote below:  
 
“Counselling on nutrition needs to be intensified and it should be done by 
dieticians as we do not have time to do it as we should…it is better to give 
nutritional supplements because some do not have food back home.” 
 
Dlamini (2012:179) identified that almost 74% of HIV positive women were not provided 
with nutritional supplements, which puts them at risk of developing opportunistic 
infections. 
 
4.3.3.2 Subtheme 3.2: Increasing adherence to treatment 
 
In the sub-theme “increasing adherence to treatment” participants emphasised the 
importance of adherence to treatment in improving the health outcomes of HIV positive 
mothers. They recommended that women should attend drug readiness training that will 
prepare them psychologically and be ready for treatment. They also believe that while 
women are initiated at the point of HIV diagnosis, they should be followed up and 
supported throughout the PMTCT cascade to improve adherence.   
 
In a study on adherence to antiretroviral drugs for preventing mother to child 
transmission of HIV in Zambia, Okawa et al (2015:8) argued that adherence to 
treatment and remaining in care should be strengthened from antenatal to cessation of 
breastfeeding.  
 
One category emerged from the data: adherence clubs and the buddy system.  
 
4.3.3.2.1 Category 3.2.1: Adherence clubs and buddy system 
 
Nurses explained that the buddy system and adherence clubs are a means of support 
offered to the HIV positive women either by a nurse or any person the patient may 
choose. The buddy accompanies the patient when going to the facility for drug 
readiness. This person will remind the women when to take treatment or will consult the 
nurse when she experiences challenges. All participants suggested that women should 
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be encouraged on a regular basis to participate in adherence clubs and have treatment 
buddies to improve adherence to treatment. This is indicated in the following quotations: 
 
“There should be adherence clubs and treatment buddies. They provide support 
to women and assist them with disclosure of their HIV status. With the inception 
of the programme which had treatment buddies, patients were adhering to 
treatment…we had low defaulter rate because the buddy will sometimes 
accompany the patient when fetching treatment.” 
 
“Since the implementation of the revised guidelines and patients are initiated on 
diagnosis, the previous buddy practice stopped and now some women are 
defaulting. Clinics need to establish support groups to increase adherence and 
encourage clients to have treatment buddies for support…” 
 
4.3.3.3 Subtheme 3.3: Continuous professional development 
 
Participants indicated that health professionals need continuous professional 
development programmes to boost their confidence in initiation of ARV to HIV positive 
patients. They further indicated that not all nurses feel confident and need to be 
mentored on initiation of ART.  Three sub categories emerged from the data: training of 
nurses, consultative services and training of doctors.   
 
4.3.3.3.1 Category 3.3.1: Training of nurses 
 
The nurse initiated ART improves access to ART by HIV positive patients and gives 
nurses authority to treat uncomplicated patients. Nurses recommended that there 
should be continuous training on NIMART and that mentorship should be provided to 
improve confidence in initiation of ARVs and knowledge of HIV management during 
postnatal treatment. They further indicated that they need continuous updates on the 
latest developments to ensure that they provide accurate information. This is illustrated 
in the following statements:  
 
“Not all nurses are trained on NIMART. …continuous professional development 
programmes on NIMART or PMTCT including counselling are a necessity to 
improve skills in caring for HIV positive women.”  
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“We recommend that there should be mentors in all facilities to support nurses on 
initiation on ART. In this way people will be confident to initiate treatment.” 
 
“HIV is an evolving disease and there are always new developments. We need to 
be kept up to date so that we give women the correct information.” 
 
Dlamini (2012:225) found that lack of skills resulted in gaps in the implementation of 
policies and quality of postnatal care to women and their HIV exposed infants.   
 
They further indicated that they need special training on HIV counselling to improve the 
quality of counselling and reach more patients. This is how they expressed their need: 
 
“We need to be trained on HIV counselling so that we can improve counselling of 
women.” 
 
4.3.3.3.2 Category 3.3.2: Consultation services and telemedicine 
 
Participants recommended that all nurses who are dealing with HIV positive women in 
the postnatal section have access to consultation services as a form of support to 
improve the management of HIV positive women. In this way, nurses will have access 
to updates on time. 
 
This is supported by the following quotations: 
 
“Nurses can have direct contact with the centre of excellence where there are 
specialists to support initiation of unusual cases. Then there will be no need to 
refer the patients, specialist could prescribe telephonically.” 
“Nurses can also attend sessions on Interactive- learning Communication and 
Management Network (ICAM)…Dr…provides information sessions on HIV 
management on ICAM.”  
 
4.3.3.4 Subtheme 3.4: Skills required for effective care 
 
In the sub-theme of skills required for effective care, participants recommended that 
health care providers need to develop various sets of skills to provide quality postnatal 
care services. They felt that in addition to the midwifery skills health care providers need 
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interpersonal skills and be able to communicate effectively with the patients and among 
themselves. One category emerged from the data, which is interpersonal skills. 
 
4.3.3.4.1 Category 3.4.1: Interpersonal skills 
 
Participants suggested that nurses need good interpersonal skills that enable them to 
interact and work positively with others. Communication was deemed very important as 
nurses need listening skills and being empathetic to the clients.  
 
• Listening skills 
 
Participants expressed the importance of listening to women to encourage them to talk 
and raise their concerns. This is supported by Wright (2012:2) who posits that active 
listening enhances interaction between the nurse and the patient. The following 
comments support this finding: 
 
“Nurses need to develop and learn good listening skills…they have to listen to the 
patient’s views so that they can intervene appropriately.  Further training might be 
beneficial, as well as personal effort to learn such skills.” 
 
“HIV positive individuals need that therapeutic relationship that can be 
established through active listening or even showing the patient that they care. 
Such skills need to be instilled in nurses early on. This will encourage the patient 
to provide more information and enable the nurses to provide accurate care.” 
 
• Empathy 
 
Participants expressed that nurses need to understand the emotional challenges 
experienced by HIV positive women in order to allay anxiety of women without judging 
them. They further asserted that even after counselling women still have emotional 
conflict because of fear to transmit the HIV virus to the baby. Dlamini (2012:217) 
confirms that effective communication can allow 97% of women to talk freely with the 
health care providers. The following statements support this finding: 
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“We need to correct our attitude and build a rapport with the clients so that they 
can be able to trust us and open up, we also need to improve communication 
among ourselves…” 
 
“Nurses must be empathetic and put themselves in the women’s situation...They 
need to understand the emotional dilemma that HIV positive women go through 
and provide the necessary support.” 
 
4.3.3.5 Subtheme 3.5: Integration of services  
 
Participants described integration of services as provision of HIV care to mothers and 
children at every service point.  
 
Horwood et al (2010:998), in a study conducted in KwaZulu-Natal reveal that 
interventions during the postnatal period remain poor. Lack of integration of PMTCT to 
routine maternal and child health service creates a barrier for access to care for both 
the mother and the baby. Two categories emerged: collaboration with other service 
providers and one stop service.  
 
4.3.3.5.1 Category 3.5.1: Collaboration with other service providers  
 
The participants indicated that there is a need to revisit the use of community health 
nurses in addition to the community health workers, effective collaboration with private 
sector, traditional birth attendants and social workers to conduct home visits and 
improve postnatal care. Various studies (Vogt, Ferreyra, Benasconi, Ncube, Taziwa, 
Marange, Wachi & Becher 2015:6; Sitrin, Guenther, Murray, Pilgrim, Rubayet, Ligowe, 
Pun, Malla & Moran 2013:5) found that after the introduction of community health 
workers, HIV positive women were retained in care during the postpartum period, 
especially within the first three days post-delivery. This is supported by the following 
quotes: 
 
“The department should bring back the old community health nurses in addition 
to the existing WBOT. This will assist in ensuring that women are followed and 
provided better care in the households.” 
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“There should be open line of communication between public and private and 
share guideline to ensure that treatment is standardised for continuity of care.” 
 
Participants also recommended the use of traditional birth attendants to improve follow 
up of women in the community. Mofokeng (2009:113) posits that cultural diversity 
should be considered when designing care of women and that a training programme 
should be designed for traditional birth attendants. This is supported by the quote 
below: 
 
“The department needs to work with the traditional birth attendants in the 
communities as they render services to some of the women…they should be 
identified and linked to facilities in their own catchment areas…this will improve 
follow up.” 
 
Participants also raised the need to improve collaboration with social workers and refer 
women who have difficulty in accepting their HIV positive status, follow up households 
with low socio-economic conditions and also support with improving food security in 
these households. This is illustrated in the statement below: 
 
“We need to work with social workers and refer women who have difficulty in 
dealing with their HIV status…Identify women who need support with food and 
ensure that they get assistance.”  
 
4.3.3.5.2 Category 3.5.2: One stop service 
 
Participants support the provision of a one stop service where women and children are 
seen at the same clinic even beyond six weeks post-delivery. They also recommend 
that mothers should be offered routine HIV counselling during immunisation visits. The 
statements below support this finding: 
 
“The department need to implement strategies where mothers and children would 
be seen at the same time and treatment and follow up care be linked to the 
immunisation schedule. This will improve retention of HIV positive mothers into 
care.” 
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“Mothers and children should be provided HIV counselling and testing as part of 
routing care during immunisations. This will assist in identification of those who 
were missed during antenatal, labour or immediately post-delivery and further 
reduce the risk of postnatal transmission of HIV.” 
 
4.4 OTHER RELEVANT OUTLIERS 
 
Traditional practices emerged as an outlier in this study. Participants suggest that some 
patients are attended to by traditional practitioners and use traditional medicines which 
affect provision of postnatal care to HIV positive women. The following statement 
supports this finding: 
 
“Some of these patients visit traditional practitioners and take dipitsa (traditional 
herbs) and never tell the nurses. We suggest that the department revisit the 
previous approach where traditional healers were incorporated into care to 
improve care and retention in treatment.” 
 
4.5 CONCLUSION 
 
Chapter 4 discussed descriptions and views of nurses on the implementation of 
postnatal care to HIV positive women. Information was gathered from focus group 
discussions and analysed using thematic analysis, where themes, categories and sub-
categories were identified. Narratives of views were quoted and supported with 
literature. 
 
Chapter 5 will discuss interpretations, discussion of research findings, conclusions 
drawn from the study and recommendations. 
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CHAPTER 5 
 
INTERPRETATIONS, DISCUSSION OF RESEARCH FINDINGS, 
CONCLUSIONS, AND RECOMMENDATIONS 
 
5.1 INTRODUCTION  
 
This chapter presents the interpretation and discussion of findings generated from 
chapter 4 using literature for control; it furthermore acknowledges the limitations and 
draws conclusions. Recommendations on how to improve postnatal care services 
rendered to HIV positive women are provided. 
 
The study intended to find answers to the following research questions:  
 
• How do nurses implement postnatal care to HIV positive mothers?  
• What are effective measures for the implementation of postnatal HIV services? 
 
The study was based on the premises that for any policy to be effectively implemented, 
the professionals at the forefront, in this case nurses, must have a good understanding 
of that policy for its provisions to be translated into efficient care for HIV positive 
mothers. There was a need to identify effective strategies to support nurses in the 
implementation of postnatal care to HIV positive women.  
 
5.2 INTERPRETATION AND DISCUSSION OF THE RESEARCH FINDINGS 
 
Summaries are discussed under the different themes as generated from data. Three 
major themes and sub-themes emerged during data analysis. The first two themes were 
related to the views of the participants regarding interpretation of the guidelines and 
implementation of postnatal HIV care. The third theme was based on the 
recommendations on how to strengthen services provided to HIV positive women. The 
PMTCT national guidelines provided the framework for the interpretation and 
conclusions. 
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5.2.1 Theme 1: Interpretation of the guidelines 
 
The focus of this section is on how nurses interpreted the guidelines. The central and 
relevant concepts in the guidelines were used to enable nurses to articulate their own 
understanding. The nurses subjectively shared their views and understanding of what 
the guidelines meant to them as professionals and their work in the postnatal care unit.  
Their descriptions generated important data that could serve as valuable information for 
policy makers and health care managers. The first impression gained from the data 
revealed that nurses responded to these guidelines as professionals using their nursing 
background and experience to interpret them. However, some nurses appeared to view 
guidelines as non-changeable, non-negotiable directives. They seemed to miss the 
point that guidelines are usually open to interrogations, especially from the people who 
implement them. However, in the face of uncertainty, nurses would use their own 
reasoning and judgment to interpret new information coming through. Sprague et al 
(2011:7) found that in South Africa there are no known national measures to suggest 
how to effectively implement the guidelines. Therefore, the study finding conforms to the 
literature.  
 
The results showed similar but slightly varied explanations of what the HIV national 
guidelines meant to them in the postnatal care unit. Some nurses understood them as a 
framework for HIV management which is aimed at increasing treatment opportunities, a 
few understood them to be general directives or protocols. The guidelines were further 
described as measures that minimised missed opportunities in caring for mothers and 
exposed babies. The new amendments and improvements in the consolidated 
guidelines were acknowledged in that the focus was more on women by making 
provision for a holistic approach to care to reduce opportunistic infections. These 
multiple interpretations provided better insight into how they implemented postnatal care 
for HIV positive mothers.  
 
The interpretations nurses provided were consistent with the provisions of the 
guidelines. The guidelines address the clinical aspects of HIV treatment and prevention, 
from pregnancy to postnatal period.  The objectives of the guidelines are to improve 
clinical outcomes by reducing deaths due to HIV/TB co-infection and to increase ART to 
pregnant women (NDoH 2015b:17).  
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5.2.2 Theme 2: Current postnatal HIV care practices 
 
This section focuses on how nurses implemented postnatal care to HIV positive women. 
Participants acknowledged that the success of health care was dependent on the 
involvement of all stakeholders and the availability of resources. The limitations and 
factors that influence effective health care were highlighted, roles of nurses, patients, 
effective postnatal HIV services and the challenges that impacted on the 
implementation of the guidelines were described.  
 
5.2.2.1 Subtheme 2.1: Nurses’ roles 
 
The study found that nurses mainly applied the guidelines in their current practices. 
They provided comprehensive HIV care to both mothers and HIV exposed children. 
There was emphasis on reducing mother to child transmission of HIV and improving 
maternal well-being by giving limited health education and counselling as they did not 
feel they were adequately prepared to give full counselling, including advice on nutrition. 
It appears the majority of nurses relied to a large extent on their existing knowledge and 
experience in patient care. The discharge of mothers was also viewed as important as it 
is a critical period for the mother and baby, as most maternal deaths occur during this 
period (WHO 2013:1). Nurses indicated that routinely, mothers and babies are 
discharged six hours after giving birth irrespective of their HIV status, that is, if there are 
no complications. 
 
Nurses recognised that they had a significant role to play in ensuring that mothers were 
given essential information on self-care, the importance of adhering to treatment, family 
planning and child spacing, nutrition, safe infant feeding practices, follow up dates for 
immunisations and a postnatal visit at six weeks and danger signs, though this was not 
documented in the patients’ discharge documents. Findings indicate that all these 
activities were done as far as the resources allowed. There were shortcomings as the 
staff complement proved to be a challenge. Though the facilities had access to 
community based resources, the study found that there was still a need to strengthen 
collaborations to improve provision of postnatal care to HIV positive mothers.  
 
Participants expressed that HIV exposed babies were given immunisations as per 
schedule. However, babies whose mothers have active TB and have been on TB 
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treatment for less than two months were not given BCG.  Some indicated that babies 
born from HIV positive mothers who are on ART received Nevirapine daily for six 
weeks.  The study could not establish how participants managed babies born from 
mothers with unknown HIV status. It can be argued that there could have been a 
potential gap in management of these babies, which may result in increased risk of 
mother to child transmission of HIV.  
 
Participants explained that HIV positive mothers who are on lifelong ART continued with 
treatment even after delivery. Some expressed that women who were diagnosed during 
labor were started on fixed dose combination (FDC) immediately and counselled to 
continue for life. Their practice was consistent  with the guidelines which state that 
women diagnosed with HIV within one year post-delivery or breastfeeding need to be 
initiated on lifelong FDC (NDoH 2015b:42). The nurses’ practice was consistent with the 
recommendations on reducing the risk of mother to child transmission and improving 
the lives of HIV positive women.  
 
Nurses explained that TB screening is offered routinely and HIV positive women are 
given cervical cancer screening six weeks post-delivery and thereafter annually as part 
of the comprehensive health care package.  Women who screen positive for TB are 
treated and those who screen negative are put on TB prophylaxis.  
 
The practice is in line with the guidelines which recommends that all HIV positive 
women should be offered cervical cancer screening six weeks post-delivery and 
thereafter annually, screening for TB at every visit and INH prophylaxis if screened 
negative for TB symptoms (NDoH 2015b:48). This is supported by Ndigwa et al 
(2013:1) who posit that postnatal care offers a platform for TB screening and increased 
treatment of TB infected patients. 
 
5.2.2.2 Subtheme 2.2: Patients’ roles in care 
 
Nurses’ explanations implied that, while health care providers were responsible for the 
provision of care, patients had the responsibility to take part in adhering to the HIV 
regimen. This is confirmed in Jallinoja, Absetz, Kunronen, Nissinen, Talja, Uutela and 
Patja (2007:244) that patients are responsible for their disease management. 
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According to (NDoH 2007:20), a woman should visit the clinic immediately she misses 
her menstrual period or suspects that she is pregnant.  The importance of early 
antenatal care booking, voluntary HIV testing and disclosure of the HIV status were 
emphasised. These are dependent on the patients taking the initiative to seek help. 
Early booking for antenatal care is an entry point to early identification of risks and 
management of risks, including HIV and other sexually transmitted illnesses. This is 
confirmed by Hawks, Gomez and Broutet (2013:1) who assert that attendance of 
antenatal care within the first two trimesters of pregnancy allows for appropriate 
interventions and improved pregnancy outcomes. Data from the District Health 
Information Systems showed that the Free State did not reach the 65% target of 
antenatal booking before 20 weeks for the past three financial years (DHIS 2010-2014). 
This suggests the need to strengthen and implement strategies aimed at improving 
early antenatal care booking to promote early HIV testing and initiation of treatment. 
The relationship between early booking and effective management during postnatal 
period was emphasised. 
 
Participants also revealed that not all women volunteered to test for HIV and that few 
came with their partners to test for HIV. They also noted that more than often, women 
who tested positive for HIV did not bring partners for couple counselling. Literature 
confirms that women who disclose their HIV status are freer to seek health care advice 
and that fear of disclosure affects adherence to treatment (Phakisi 2014:42; Mabuse 
2008:84). 
 
5.2.2.3 Subtheme 2.3: Effectiveness of postnatal HIV services 
 
Nurses described some measurable outcomes of their practices, they indicated that 
there was a decrease in babies testing positive for PCR and an increase in the number 
of women they initiated on ART and their goal to achieve 100% coverage. Over the past 
three years, there had been constant improvement in ART initiation across the Free 
State; however, the province had not been able to attain the 95% target. The facilities in 
the study had maintained ART initiation in pregnant women above 90%. Though facility 
B dropped significantly in 2014, it also could not reach the set target of 95% (HST 
2014/15:375). Reasons associated with the underperformance were non-availability of 
drugs and lack of skills to initiate ART in pregnancy.  Failure to initiate ART during 
pregnancy defeats the goal of reducing the viral load to undetectable levels and 
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improving CD4 count. The success of ART for improving maternal well-being and 
reducing mother to child transmission of HIV depends on the adherence to treatment 
throughout the continuum of care (NDoH 2015b:21). Antenatal care is an entry point to 
designing of maternal health care through to the postnatal period. The package of care 
designed during antenatal care influences the outcomes of pregnancy and the well-
being of the mother during the postnatal period (Kikuchi, Ansah, Okawa, Enuameh, 
Yasuoka, Nanishi, Shibanuma, Gyapong, Owusu-Agyei, Oduro, Asare, Hodgson & 
Jimba 2015:21).  
 
Nurses believed that the clinic infrastructure can create an enabling environment for 
provision of maternal and child health services, as HIV care is provided in the same 
facilities where maternal and child health services were provided. This was shown to 
have had a direct bearing on retention of women in care and addressed challenges of 
travel and costs. However, they acknowledged some shortcomings. 
 
The nurses seemed to strive for exclusive breastfeeding for all mothers, irrespective of 
maternal HIV status; they also mentioned that it was their aim to work toward being 
baby friendly facilities. Globally, a baby friendly hospital initiative was launched in 1991 
with the aim of promoting and supporting breastfeeding (NDoH 2013c:3). In 2011, 
government promulgated the Tshwane Declaration to promote, protect and support 
exclusive breastfeeding especially for HIV positive mothers as evidence suggests that 
HIV positive mothers can exclusively breastfeed safely for the first six months and 
continue to breastfeed until twelve months while introducing complementary feeds 
(NDoH 2013c:4).  What this study could not establish was whether mothers sustained 
breastfeeding beyond the six weeks period. Phakisi (2014:53) also found that not all 
HIV positive mothers opt for exclusive breastfeeding; some still opt for formula feeding.  
 
The findings show that nurses provided a comprehensive management of HIV positive 
women by integrating TB and cervical cancer screening. This is consistent with the 
principle of HIV guidelines which promote integration of services, where HIV care is 
integrated with other primary health care services such as TB and sexual and 
reproductive health (NDoH 2015b:20).  
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5.2.2.4 Subtheme 2.4:  Challenges to effective postnatal HIV care 
 
The results of the study showed various factors that impacted on the implementation of 
postnatal HIV care. Participants believed that provision of postnatal care to HIV positive 
women was a complex process and its success depended on various factors as 
indicated below.  
 
• Utilisation of postnatal care 
 
The guidelines stipulate that women should receive postnatal care immediately after 
delivery and 6 hours thereafter, with a follow up within six days and six weeks after 
delivery (NDoH 2007:42). The participants indicated that all the health care facilities 
were providing postnatal care services as per the recommendations. However, the 
utilisation of the service was below the expected rate. The reasons for low utilisation 
were beyond the scope of this study. Some studies linked this challenge to socio-
economic factors such as traveling distance to the health care facilities and cultural 
practices in Sub-Saharan Africa (Tesfahu et al 2014:64; Warren et al 2006:85).  
 
The poor attendance of postnatal care affects the provision of continuum of care within 
the PMTCT cascade and reduces access to care aimed at improving maternal and child 
health. Sines, Syed, Wall and Worley (2007:6) recommend implementation of various 
models of postnatal care within the existing policy framework to increase access to 
quality postnatal care for HIV positive mothers and their babies.   
 
• Shortage of resources 
 
Participants indicated that there was a shortage of staff and medicines. The shortage of 
staff resulted in long patient waiting times. The major issues that nurses pointed out 
were skills and competencies in midwifery and HIV management. They also expressed 
that staff rotation left a gap in that nurses who were knowledgeable got reallocated and 
that impacted on the provision of quality postnatal care, especially in areas where there 
were imbalances in the skill mix. Participants explained that some of the nurses working 
with HIV positive women were not trained midwives, and others were not trained in 
NIMART suggesting that they did not have the required skills and knowledge to manage 
postnatal HIV care effectively. This finding varied per facility. In facility A, nurses 
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working in postnatal clinic were not trained on PMTCT or NIMART it was only those 
working in antenatal clinic who were trained, some of the nurses did not have a 
midwifery qualification. In facility B and C, nurses working in postnatal clinic had training 
on both PMTCT and NIMART.  
 
Drug management and drug availability were also described as a challenge especially 
in facilities where there was no residing pharmacist or pharmacy assistant. This was 
supported by Zuma (2013: 91) who found that in facilities where there is no pharmacist 
or pharmacy assistant, drug management is a challenge. Transportation of drugs was 
cited as impacting on the type of regimen patients were on and that complicated the 
treatment modality. The lack of full time social worker and dietician was also cited as a 
challenge as nurses were not able to assume multiple roles and offer effective care.  
 
• Referral, booking system and lack of uniformity 
 
Nurses explained that there was no clear form of referral from the delivering facilities to 
the postnatal clinics. This resulted in poor communication between the referring and the 
receiving facilities. This was exacerbated by lack of a booking system, they dealt with 
walk-in patients resulting in increased number of patients, high workload and longer 
patient waiting times. Variations in public and private HIV treatment models was also 
cited as having a negative impact on the continuity of care as nurses were not able to 
manage HIV positive women who were coming from private facilities on different 
regimens.  
 
5.2.3 Theme 3: Strengthening postnatal HIV care services  
 
Participants recommended various measures to improve postnatal care to HIV positive 
women to enhance health outcomes. It was important to elicit these from them as they 
were directly managing the services. These recommendations are integrated with the 
researcher’s and are outlined below: 
 
5.2.3.1 Subtheme 3.1: Further improvement of care 
 
Nurses understood that care of mothers and babies was centred on provision of 
adequate and client-centred information to enable women to take ownership and make 
  
69 
informed decisions about their health. This information should be patient-centred and 
provided by professionals. Sines et al (2007:6) assert that the majority of HIV positive 
women receive health education from lay counsellors who are only trained on HIV 
counselling and infant feeding and cannot meet patient specific needs; and 
recommends additional midwives to manage health education. They were also of the 
view that additional strategies should be put in place to encourage and enable clients to 
come for early testing to improve opportunities for early identification and treatment. It is 
known that lay counsellors receive elementary training, much as they provide an 
essential service to remove the load from the nurses, there will be limitations in the 
services they provide. 
 
Nurses recommended appointment of full time social workers and dieticians in the 
primary health care clinics to ensure that patients’ psycho-social and physical health is 
adequately addressed. Shortage of health personnel is a reality nationwide, health care 
facilities need to have a strategic plan as to how to overcome the challenge in order to 
enhance the quality of services.  
 
5.2.3.2 Subtheme 3.2: Improved drug management and increasing adherence to 
treatment 
 
Participants expressed the need for effective strategies to manage stocks of medication 
and indicated that this could only be achieved with the district pharmacist doing regular 
support visits to monitor drug availability. Once the challenge of drug availability is 
adequately addresses, treatment adherence will improve. To further assist with 
adherence, participants recommended the revival of the buddy systems and adherence 
clubs to improve health outcomes.  Treatment adherence may be difficult in pregnant 
and immediate postnatal women (Nachenga, Uthman, Anderson, Peltzer, Wampolda, 
Cotton, Mills, Ho, Stringer, McIntyer & Mofenson 2012:2049). This may be aggravated 
by physiological changes that occur during pregnancy and the psycho-social factors 
related to fear of the effect toxic drugs may have on the babies and stigma from the 
family which suggests the need to conduct adherence counselling in a family 
environment. Women need to be encouraged to disclose their HIV status to further 
enhance adherence.  
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5.2.3.3 Subtheme 3.3: Continuous professional development  
 
Professional development is a continuous process which is aimed at improving nursing 
care. Nurses recommended a more structured programme for continuous development 
to increase confidence levels in provision of NIMART. Green, De Azevedo, Patten, 
Davies, Ibeto and Cox (2014:4-9) posit that confidence levels of NIMART trained nurses 
who were exposed to mentorship improved ART initiation and quality of HIV patient 
care. It is therefore imperative to scale up training of nurses working in postnatal clinics 
on ART and to provide continuous mentorship programmes to improve skills and 
confidence to increase the number of HIV positive women and children initiated on ART, 
to reduce HIV related deaths.  Malakoane (2015:41) supports this finding by suggesting 
that specialists in higher levels of care should reach out to lower levels of care and the 
staff in lower levels of care should seek help from specialists to increase knowledge and 
skills. Participants recommended that all nurses working with HIV positive women in 
postnatal care have access to consultation services through the use of telemedicine to 
address the challenge of shortage of doctors and to improve access to treatment. Di 
Cerbo, Morales-Medina, Palmieri and Lannitti (2015:65) agree that telemedicine and 
consultative services are cost effective and time sparing for both health care providers 
and the patients, patients are enabled to receive care without being referred to the next 
level of care.  
 
5.2.3.4 Subtheme 3.4: Skills required for effective care 
 
Postnatal care provides an opportunity to promote the physical and psycho-social 
wellbeing of the mother and support infant feeding and promote development of the 
baby. Participants recommended that all nurses working with HIV positive mothers in 
the postnatal unit should have an additional qualification in midwifery. The midwifery 
competencies will be beneficial in providing holistic care. It was further suggested that 
nurses needed to improve their interpersonal skills and communication with clients. 
Effective communication enables accurate planning and designing of quality health care 
for the patients. It involves active listening and sensitivity to non-verbal communication 
which ensures interaction and facilitates discussions between the health care provider 
and the client. Nurses also need to be empathetic when working with HIV positive 
women. This involves the intellectual ability of the nurse to understand the patient’s 
condition without being judgmental (Morales 2012:1). 
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All participants recommended that these skills be part of basic training and be 
reinforced through professional development programmes. They felt that more must be 
done to inculcate these attitudes and skills in nurses, especially dealing with HIV 
positive clients. It is known that HIV positive patients are faced with emotional and 
psychological burdens of guilt which are exacerbated by social stigma. Therefore, 
nurses working with them need to show empathy and have good listening skills.  
 
5.2.3.5 Subtheme 3.5: Integration of services 
 
Integration of services was viewed as the provision of care in a multidisciplinary 
approach. Participants expressed a need to further strengthen the provision of PMTCT 
within the existing services. Strengthening of home based service in the form of well-
structured home visits and capturing of complete and comprehensive data needs to be 
part of the strategy of integrating services. The family centred approach promotes male 
involvement in HIV care and offers the opportunity to treat both partners thus increasing 
the survival rate (Rochat et al 2011:690). They recommended that ward based outreach 
teams should increase the support to women and infant feeding in the household. There 
was also a suggestion to re-consider including community nurses in home visits. 
Various studies (Sitrin et al 2013:8; Tesfaye, Barry, Gobazeyahu, Frew, Stover, 
Tessemma, Alamineh & Sibley 2014:S61) suggest that the use of community workers 
can improve early postnatal care and retention to care during the postnatal period. 
However, effective management of these community health workers is the key to 
strengthening postnatal care of HIV positive mothers. As mentioned previously, social 
workers should be part of this holistic care and collaborate effectively with other team 
members. 
 
Participants recognised the role of traditional birth attendants in maternal and child care, 
they indicated that some of the patients still prefer the services of traditional birth 
attendants. Therefore, it is imperative to have strategies in place to incorporate their 
services.  
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5.2.3.5.1 Category 3.5.2: One stop service 
 
Generally, HIV positive women and babies are seen at the postnatal clinic during the 
first six weeks after delivery. Thereafter, mothers are followed at the adult ARV clinic 
and babies at the baby clinic. The visit schedules for the baby follow the immunisation 
schedules and the mother will get a date from the adult clinic which may be different 
from that of the baby. This may result in loss of follow up due to various factors. 
Participants suggested that care of HIV positive mothers would be provided effectively 
when both the mother and the baby are seen in one visit. Therefore, they recommended 
that the mother’s visit should coincide with the immunisation visit of the baby even 
beyond the six weeks period to realise the notion of the ideal clinic being advocated by 
the Department of Health (own experience), where the mother can come for her follow 
up visit, get her medication, take the baby for immunisation, and get counselled on 
nutrition and other issues.  
 
5.3 RECOMMENDATIONS 
 
The findings presented in chapter 4 serve as a basis for the recommendations to 
strengthen postnatal care to HIV positive mothers.  
 
5.3.1 Recommendation with regards to policy 
 
To improve implementation of policy with regards to postnatal care the maternal health 
unit should: 
 
• Provide postnatal care at community level using community health nurses to 
improve access to quality health services.  
• Develop staffing norms for maternal and child health services and improve 
staffing at these services. 
• Maintain the correct levels of medicines related to maternal and child health 
services to promote adherence to treatment. 
• Develop standard operation procedures and protocols to standardise the HIV 
regimen for use in both private and public health facilities.  
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• Investigate the use of telemedicine and initiate the mentorship programmes 
between specialists and nurses in primary care levels 
 
5.3.2 Recommendations with regards to patient care 
 
To improve quality of postnatal care rendered to HIV positive women: 
 
• Provider initiated counselling and testing of mothers in child health services to be 
part of the service package.  
• Strengthen capacity of health care providers working in postnatal clinics and train 
all on HIV and TB management to improve health outcomes. 
• The department should use retired professional nurses in areas where there are 
staff shortages to provide counselling and mentoring to HIV positive women.  
• Collaborate with traditional birth attendants and other community based 
organisation to improve coverage and early provision of postnatal care and family 
involvement.  
 
5.3.3 Recommendations with regards to nursing education 
 
To improve knowledge and skills of nurses to render quality postnatal care the nursing 
education should: 
 
• Review the basic and midwifery curriculum and incorporate management of HIV, 
NIMART and TB.  
• The regional training center should provide continuous updates for health care 
providers whenever there are policy changes to improve implementation of 
policy.  
 
5.3.4 Further research 
 
Further research is recommended on the following topics: 
 
• The impact of cultural beliefs and traditional practices on the provision of HIV 
care. This could provide knowledge on the extent of use of traditional practices. 
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• The experiences of HIV positive women on the care provided throughout the 
PMTCT cascade, from pregnancy to postnatal period.  
• Investigate ways of reducing patient waiting times. 
 
5.4 CONTRIBUTIONS OF THE STUDY  
 
The study revealed that provision of quality postnatal HIV care requires competencies 
and skills of midwives, as well as knowledge and confidence in the initiation of ART. It 
also highlighted nursing practices in the care of HIV positive women and the challenges 
that affect the provision of quality postnatal care. 
 
5.5 LIMITATIONS OF THE STUDY 
 
The limitations of the study were: 
 
Participants were allowed to withdraw from the study which might have affected the 
amount of information collected. To overcome that limitation, the researcher interviewed 
participants until data saturation occurred. Data were collected only from nurses trained 
in HIV, other nurse nurses working in postnatal care might have contributed to the 
richness of data. The study focused only on three clinics. 
 
5.6 CONCLUSIONS  
 
HIV is a complex condition that is impacted by various factors. Effective management of 
postnatal care requires multidisciplinary collaborations, increased clients’ role, capacity 
building, adequate resources, competence and confidence in managing HIV positive 
women during this stage. Nurses had adequate understanding of guidelines that provide 
for their practices and implemented them with various levels of success. No gaps were 
found between their interpretations, and their practices. They provided the service to the 
best of their ability irrespective of low resources and other challenges.  
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ANNEXURE A: UNIVERSITY OF SOUTH AFRICA ETHICAL CLEARANCE 
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ANNEXURE B:  LETTER REQUESTING PERMISSION FROM THE FREE STATE 
DEPARTMENT OF HEALTH 
 
The Head of Health 
Free State Department of Health 
P.O.BOX 227 
Bloemfontein 
9300 
 
Dear Sir,  
RE: REQUEST FOR PERMISSION TO CONDUCT RESEARCH 
 
I am a student at the University of South Africa registered for a Master’s degree in Public Health 
(MPH). I have obtained ethical clearance on my research proposal from the University of South 
Africa. The title of my study is “Exploring nurses’ implementation of postnatal care to HIV 
positive mothers in the Free State”. 
 
According to the last Saving Mothers triennial report 2011-2013 causes of maternal deaths 
remain unchanged with HIV still the highest cause of maternal deaths.  HIV and AIDS features 
as a top cause of deaths contributing to 34.7% maternal deaths nationally with Free State 
accounting for 31.7% (National department of Health 2015c).   
 
As part of the research I will need to collect data from nurses working at a postnatal clinic. The 
data collection tools will involve the use of unstructured interviews, audio tapes, field notes and 
focus group discussions. There will be no contact with patients seen at the facility. I will abide by 
the principles of anonymity and confidentiality. The end results of my research will be presented 
to the Department. 
 
I therefore request permission to collect data from the nurses in Mangaung Metro as part of my 
studies. 
 
Yours sincerely, 
 
L.P Mangoejane (Ms) 
Student Number: 31682111 
Date: 03 March 2015 
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ANNEXURE C: LETTER OF APPROVAL FROM FREE STATE DEPARTMENT OF 
HEALTH 
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ANNEXURE D: INFORMED CONSENT FOR PARTICIPANTS 
 
 
 
 
ANNEXURE D 
 
Informed consent 
I am a post graduate student at the University of South Africa (UNISA). As part of my 
studies I will be conducting a research whose purpose is to evaluate postnatal care 
of HIV positive mothers. 
You are therefore requested to participate in this study as you meet the prescribed 
criteria. Interviews will be conducted by the researcher at your workplace and at the 
time that will not interfere with service rendering. The interviews will be audio 
recorded and your identity and that of the institution will not be revealed. The 
recordings will take one to one and half hour. 
Participation is voluntary and you can withdraw any time and there will be no 
penalties for non-participation. 
Participation in the study does not have direct benefits, anticipated risks or 
compensation. There are no wrong or right answers to the questions. We want to 
hear your viewpoints. The information gained from the interviews will be assigned 
codes. After completion of the study the analysed information and the audio video 
tapes will be destroyed to ensure confidentiality. 
 
I (name)…………………………………… hereby agree to participate in this study. I 
understand that my participation is voluntary and I am free to withdraw anytime and 
there will be no penalty. My personal information will be kept confidential. 
 
…………………………...........            ....…………………….             ………………… 
Participants Initials and Surname              Signature                             Date 
 
 
…………………………………             ………………………             ………………….. 
Researcher                                               Signature                                Date 
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ANNEXURE E: INTERVIEW GUIDE FOCUS GROUP DISCUSSION 
 
INTERVIEWS QUESTIONS 
BIOGRAPHICAL INFORMATION 
1. What is your gender? 
 
Male Female 
 
2. What is your age group? 
Age 
 
Mark with an X 
18 - 29  
30 - 39  
40 - 49  
50- 59  
60+  
 
3. What is your racial group? 
 
Race Mark with an X 
Black  
Coloured   
White  
Asian  
 
 
4. What are your qualifications? 
 
Level of education Mark with an X 
Registered Nurse  
Enrolled midwife  
Registered midwife  
Advanced midwife  
  
91 
5. What are your years of experience in nursing or HIV PN care? 
 
 
Years of experience Mark with an X 
1 – 3years  
4 -6 years  
7-10 years  
11+ years  
 
 
FOCUS GROUPS 
1. What is your interpretation of HIV guidelines? 
2. What are your views regarding HIV management for postnatal women? 
3. How is the postnatal service structured and organised?  
Probing: How do you implement it? 
4. What outcomes have you achieved? 
4.1 What influenced the positive outcomes? 
4.2 What are the challenges? 
Probing: How can the situation be improved? 
